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Abstract of a Major Applied Research Project Presented
to Nova University in Partial Fulfiliment of the
Requirements for the Degree of
Doctor of Education
VALIDATION, REVISION, AND EVALUATION OF A CLINICAL EXPERIENCE USING
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by
Faye M. Gregory
March 1993

Since 1987, the Long Beach City College (LBCC) in Long Beach, California has
included a clinical experience in ambulatory care facilities as a part of the vocational nursing
(VN) program. The purposes of this study were to confirm the need for an ambulatory
nursing experience, to reconstruct the present LBCC ambulatory care experience, and to
develop a plan for evaluating the revised experience. The following research questions
were investigated: (1) What circumstances suggest a need for an ambulatory care clinical
experience? (2) Is the LBCC VN program structured so that it will support the ambulatory
care clinical experience? (3) How shall a nursing theory, nursing diagnosis, critical thinking,
weliness and prevention of iliness be integrated into the ambulatory care experience? (4)
How shali the ambulatory care clinical experience be evaluated?

The need for a clinical experience in an ambulatory care facility was confirmed
through a literature review, and interviews with agency administrators. Information, upon
which to base the revision of the ambulatory care experience, was obtained from the
literature review; three ambulatory care administrators; the executive officer and a nursing
consultant from the California Board of Vocational Nurse and Psychiatric Technician
Examiners (BVNPTE); and the VN faculty. In addition, data were ob'ained from surveys,
conducted with thirty-four students who had completed the ambulatory care experience,
sixteen LBCC VN faculty, 113 staff members from five ambulatory care facilities, and fifty-

seven California VN directors.




The structure of the program was analyzed and modified to support an ambulatory
care experience by amending the VN program phiiosophy and re-classifying the taxonomy
of nursing diagnosis. The content for the ambulatory care experience was revised by
synthesizing and integrating info:métion from the literature review. The universal self-care
deficits from Orem’s Self-Care Deficit Theory of Nursing (SCDTN) were used as the
organizing principle to rearrange the six ambulatory care leaming tools. Wellness, as
subject matter for the leaming tools, was confimed. The use of the five step nursing
process, including nursing diagnosis, for vocationai nurses was explored and validated.
After revision, the LBCC VN faculty and the ambulatory care agency administrators, initially
evaluated the experience, measuring it against Tyler's (1949) four fundamental curriculum
development questions. Also, an evaluation plan, to be used in the future, was developed
from the literature on outcome assessment.

During personal interviews, the BVNPTE officials encouraged schools to explore
using ambulatory care facilities as educational sites, if the schools can develop an
appropriate structure for the experience and have acceptable clinical sites. All three of the
ambulatory care administrators supported and verified the appropriateness of the
ambulatory care leaming experience. The BVNPTE consuitant, the agency administrators,
and the sixteen members of the LBCC faculty assessed and approved the criteria that had
been written for establishing an ambulatory care experience, conducted without the daily
supervision of an on-site clinical instructor.

The students who had completed the revised ambulatory care leaming experience
judged all the learning tools to be useful and efficient in accomplishing the objectives for
which they were designed. The BVNPTE consultant and the LBCC VN faculty ranked most
of the forty-three elements of the leaming tools as "essential.” Most of the ambulatory care
staff nurses had practiced the elements of the leaming tools, while they were in school, and

most California VN schools currently teach the elements. However, in most schools, clinical




practice of these elements takes place primarily in hospitals. The staff nurses tended to
practice ambulatory care skills more in ambulatory care settings than do students in
California VN schools.

It was recommended that both the National Council of State Boards of Nursing and
the BVNPTE examine the Taxonomy of Educational Objectives (Bloom et al., 1956) and
then scrutinize the assumptions upon which they base their conclusion that the intellectual
skills of analysis and synthesis are beyond the scope of practice for vocational nurses. If
grade school children are expected to leam to use these inteliectual skills, {Bloom et al.,
1956) it seems unreasonable to limit adult leamers in such an arbitrary way. VN programs
should evaluate the advantages and disadvantages of using the five step nursing process
that includes using analysis and synthesis to make nursing diagnoses, rather than the older
four step process. VN programs that still design their curricula around the medical mode!
should consider adopting a nursing theory.

As a result of the study, a growing need for students to be educated in ambulatory
care nursing was established and a curriculum for teaching nursing care in ambulatory care
settings was validated. The revised ambulatory care experience provides a mode! for
teaching nursing care in ambulatory care settings that can facilitate the use of these dlinical

agencies by other nursing programs.
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Chapter 1
INTRODUCTION
Statement of the Problem

in the paét. ambulatory care was in the shadow of hospitals, but now the hospitals
are becoming altehative care sites for ambulatory care settings (Jonas, 1986). The
opening of these new ambulatory care facilities has created nursing staff openings and has
expanded the job market for vocational nursing graduates. Harriman Jones Medical Group,
a multi-specialty medical group practice in Long Beach, Califomia, has greatly expanded
its practice and recently moved from several small neighborhood clinics to a new six-storied
ambulatory care facility. Robbins (1992), Director of Nursing for Harriman Jones verified
the need for more nurses in ambulatory care, during a personal interview. She stated that
she would like to hire many more Licensed Vocational Nurses (LVNs) than are applying for
jobs. Robbins also commented that she feels that students will seek jobs in a clinical area
where they have had some experience and feel comfortable. Therefore, she is anxious to
have vocational nursing students have a satisfying clinical experience in the Harriman Jones
ambulatory care facility.

Traditionally, ambulatory care facilities have not been extensively used as clinical
sites for nursing education. Teachers have been concemed that there were insufficient
opportunities for required leaming experiences in ambulatory care facilities. California
regulations aliow a one to fifteen teacher-student ratia that can usually be accommodated
in traditional hospital settings. Most ambulatory care facilities can accommodate only one
to six nursing students at a time. Thus, the difficulty of providing adequate teacher
supervision has been a serious obstacle to the use of these facilities as clinical leaming

sites.




Without an ambulatory care clinical experience as a part of the basic program,
students are unlikely to feel comfortable in seeking employment in this specialized area,
even though many job opportunities are available. The problem is to provide an appropriate
ambulatory care experience for nursing students so they will want to work in these facllities
where they will be educationally prepared for such work.

Eackground and Significance

Changes in Medicare and private insurance payment for health care services have
had a profound effect on health care delivery in the United States. Hospitalization has
decreased while care in ambulatory (out of hospital) settings has increased ("Changing
Universe,” 1986). Jonas (1986), in the preface to his book Health Care Delivery in the
United States, explains that he found it necessary to write a second and third edition within
nine years to describe these profound changes. He added several new chapters, one
being, "Health Maintenance Organizations." On page 166, he states, "Americans are
leaving the traditional fee-for-service sector and are taking their ills and aches to the medical
supermarkets of the future: Heaith Maintenance Organizations (HMOs)." Jonas also
quotes Freudenheim, who stated that in the future, prepaid health plans will be the dominant
form of heaith care delivery. Rosdahl (1985) states that the increase in the number of aged
persons with limited and fixed incomes, dictates more ambulatory care for minor ailments
rather than hospital care.

Johnson (1988), editor of a series on nursing administration, comments that

A significant outcome of recent changes in the health care system has been the

movement of health care services for an increasing number of clients out of the

hospital setting and into outpatient and community settings. Changing the service
setting has resulted in the need to redefine ambulatory care services, thereby
providing a unique opportunity to redefine the nursing role in ambulatory care.

Andrastek (1990) is a regional nurse manager for FHP, inc., a managed health care
organization. She commented that managed care organizations in the United States had

nearly thirty-four million members in 1988. She also stated that this number is increasing




each year. Because ambulatory care facilities are becoming such a important locus of
heaith care, student nurses need to have part of their educational experience in this type
of clinical setting.

Long Beach City College (LBCC) is a two year community college, founded in 1927
in Long Beach, Califomia. The college offers a wide range of programs in both liberal arts
and occupational programs to nearly 30,000 students (LBCC Catalog, 1991-S2). The
college has an annual income of nearly fifty-seven million dollars. Student ethnicity is
distributed as follows: Caucasian, forty-seven percent; Hispanic, twenty percent; African-
American eleven percent; Asian, eleven percent; and Pacific Islanders, four percent. There
are 342 full-time faculty, 510 part-time facuity, and 866 courses are taught (LBCC Profile,
1991).

The Vocational Nursing Program is housed on both the Pacific Coast Campus and
the Liberal Arts Campus. Depending upon student and teacher availability, either thirty or
forty-five students are admitted each semester to the three semester vocational nursing
(VN) program. The students may complete the program eaming either a certificate or an
associate degree. Vocational nursing is ¢considered the first academic step on a nursing
career ladder. Licensed vocational nurses are granted advanced placement into the second
year o the LBCC registered nursing program. Graduates of the registered nursing program
are admitted as juniors to the bachelor’s degree in nursing program at Califomia State
University Long Beach (LBCC Vocational Nursing Curriculum Guide, 1992).

In the fall of 1987, the district nursing education supervisor of FHP, Inc., met with the
faculty of the Vocational Nursing Department of Long Beach City College. She asked the
facuity to consider a clinical experience for students in the ambulatory care facilities of that
agency. This request presented a major difficulty. Each FHP, Inc. facility could
accommodate only two to four students. For supervision of clinical experience, the

Califomia Vocational Nursing Practice Act issued by the Board of Vocational Nurse and




Psychiatric Technician Examiners (1987:127) specifies that "there shall be a maximum of
fifteen students for each instructor." To maintain reasonable efficiency, schools need to
have each instructor supervise close to the legal maximum number of students. Ambulatory
care facilities that could only accommodate two to four students seemed to be unusable.
However, there is a Board of Vocational Nurse and Psychiatric Technician Examiners
(BVNPTE) policy that permits students to have a fifty-four hour experience in a community
health agency. This policy cniy requires that a teacher make weekly visits with the students
(see BVNPTE Policy 3.3 in Appendix C on page 242). The faculty determined that such an
independent experience might be feasible and appropriate.

Two other difficult problems occurred. Although there were several FHP, Inc.
facilities available, they could not accommodate all the students who needed to have the
experience. To resolve this problem the Long Beach City College faculty approached other
local ambulatory care agencies. Harriman Jones Medical Offices, a locally owned Health
Maintenance Organization (HMO) and Long Beach Comprehensive Health Care, a Los
Angeles County ambulatory care facility, agreed to accept the vocational nursing students
for a community health agency experience. Each of the agencies signed contracts and the
BVNPTE granted approval to use each facility. Scheduling the ambulatory care experience
so that other leaming experiences were not disrupted proved to be very difficult. The
fitty-four hours permitted by the BVNPTE, occupies a two week block of time in the normal
vocational nursing schedule and this two weeks had to come out cf an eight week block.
The faculty did not want to set up a schedule that required one fourth of the students to be
absent from another experience at two week intervals. To resolve this problem, the facuity
petitioned the BVNPTE for an exemption that would allow a four week experience. The
board granted this exemption and aliowed the ambulatory care experience to be 108 hours

‘long, with three clinical days each week for four weeks.




To obtain approval for the increased ciinical time, the BVNPTE required that
behavioral objectives be prepared. The faculty hastily developed a course plan but had little
time to evaluate it thoroughly. The faculty had recently adopted Orem’s Self-Care Deficit
Theory of Nursing (a theoretical proposition that a nurse’s major role is to help sick persons
leam to care for themselves again) as the curriculum foundation for the entire vocational
nursing program. Even though the new theoretical framework was presented in the theory
portion of the ambulatory nursing experience, it was minimally integrated into the clinical
content. Experience has shown that Orem’s theory needs to be more evident in the
ambulatory care experience.

Even though the ambulatory nursing clinical experience is unique in its organization
and setting, it must fit into the general scheme of the educational program. That is, it must
be congruent with the philosophy, curricuium objectives, and nursing theory that guide the
whole program. In her book, Nursing Theory: Analysis. Application, Evaluation, Stevens
(1984:147) comments as follows:

the student in a basic nursing program . . . leams best under a single theoretical

model. Use of a single model enabies the student to integra‘e knowledge from

diverse areas of study and facilitates her induction into the nursing milieu and the

nursing ethos.
Orem’s Self-Care Deficit Theory of Nursing is the theoretical mode! for the Long Beach City
College vocational nursing program as well as the conceptual base for the Major Applied
Research Project. Orem’s theory is a general theory of nursing. It is a descriptive
explanation of nursing’s human foundations and nursing’s actions. The theory has three
related parts: a theory of self-care deficit, a theory of self-care, and a theory of nursing
system. Orem believes that persons will meet their own universal self-care needs if they
can. If they are ill or injured, they have self-care deficits and need nursing care. The
nurse's major roles are to assist dependent or incapacitated clients to meet their self-care
needs and to guide or instruct them so they can regain self-care status as quickly and

completely as possible (Orem, 1985, 1991). When the ambulatory care component is
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redesigned around Orem's Theory of Nursing, then that content will blend with the rest of
the educational program. Also, further integration will occur when the objectives for the
ambulatory care experience are modified so that they are completely compatible with the
program's philosophy and objectives.

The ambulatory care clinical content had emphasized the iliness aspect of the
wellness-ﬁln&es continuum. With teaching experience in the ambulatory care facilities, the
faculty has suggested that the iliness aspect of the experience needs to be reduced and
greater emphasis put in the areas of wellness and prevention of illness. Finally, a plan for
evaluating the ambulatory care clinical experience must be devised.

Jonas (1986) says that although primary care provides the overall care of clients, the
integrating of preventive and curative services is al<o essential. Primary care may be
provided by general practitioners, family practitioners, intemists, and nurse practitioners.
In this country, primary care physicians also give inpatient care, although in many other
countries, inpatient care is given by a separate group of specialists.

Hawkins, Hayes and Aber (1986) describe the primary care function of hospltal
emergency rooms, walk-in services, and primary care centers. In these facllities, clients can
receive care as outpatients, for non-emergency iliness such as upper respiratory infections,
gastrointestinal upsets and ear infections. Fagin (1992:316) offers another view: "Nurses
are . .. the founders of the concept and practice of primary care and still the providers of
choice in that area.”

Jonas (1986) compares primary care with secondary and tertiary care. Secondary
care includes surgery, radiology, cardiology, and similar specialties that are available at
community hospitals or offices, ideally through referral from a primary care practitioner.
Tertiary care is highly specialized diagnostic, therapeutic, and rehabilitative services, that
are available at major medical centers. Federa adds, "When a hospital becomes involved

In sponsorship of an HMO, the organization has effectively moved from involvement in acute




care or specialty outpatient services to the provision of primary care services in off-site
locations” (1983:79).

The need for nurses has increased and waned in increasingly rapid cycles. In a
1987 American Joumal of Nursing article, Curran, Minnick, and Moss stated that "In recent
years, we have become accustomed to ever-changing messages ooncem’ing the demand
for nursing services—a shortage in the 1960s, surplus in the mid 1970s, and back in an
emerging shortage now." Because of the unpredictability of the need for nurses, as well as
changes in health care delivery, it behooves nursing programs to closely monitor the kind
of programs they initiate and continue. As stated in the Long Beach City College Catalog
(LBCC, 1991-1992:PO 1), the college "is responsive. .. to the diverse needs of the
community.” In 1987, to meet the increasing need for vocational nurses in ambulatory care
facilities, the Vocational Nursing Faculty added a clinical laboratory experience in
ambulatory care settings. Now, in 1992, the need for this type of clinical experience should
be re-affirmed. Experis are asked to predict answers for the following questions. In 1992
and the future, will ambulatory care continue to grow? Wil there continue to be a need for
Licensed Vgcational Nurses (LVNSs) in these facilities? To be responsive to the needs of
the Long Beach community, should the LBCC vocational nursing program continue-to
prepare graduates to work in ambulatory care clinical facilities? :Nhen these questions have
been answered, then general applicability to other vocational nursing programs’ current and
future needs for an educational experience in ambulatory care clinical facilities can be
considered and the study can serve as a demonstration project for ambulatory nursing
education in Califomia.

Purmposes and Research Questions

The purposes of this study were to confirm the need for an ambulatory nursing

experience, to reconstruct the present Long Beach City College ambulatory care

experience, and to develop a plan for evaluating the revised experience.




Four questions were formulated to guide the research for this Major Applied

Research Project.
1. What circumstances suggest a need for an ambulatory nursing care clinical experience?
2. Is the Long Beach City College vocational nursing program structured so that it will
support the ambulatory care clinical experience?
3. How shall a nursing theory, nursing diagnosis and critical thinking, and weliness and
prevention of iliness, be integrated into the ambulatory care experience?
4. How shall the ambulatory care clinical experience be evaluated?
Definitior of Terms

Ambulatory care. tealth care given to clients in outpatient departments, health
centers, and physician’s offices is collectively labeled ambulztory care. It imay include care
given in other out-patient facilities such as emergency rooms and home care services
(Wilson and Neuhauser, 1985).

Ambulatory care facility. The newer term for the word “clinic” is ambulatory care
facility. Health maintenance organizations refrain from calling themselves "clinics," because
they wish to avoid the connotation of lower quality, free, health care (Gallego, 1989).

Client. "A person who has a relationship with a heatih care provider to receive
health care services is a client. This person may be well" (Hill and Smith, 1985:2). Client
connotes alliance and collaboration, and for many nurses is the preferable term, rather than
"patient.”

Diagnostic Related Groups (DRGs). The prospective payment system for
hospitalization for Medicare clients is called diagnostic related groups. The amount paid
depends on the client's medical diagnosis. There are twenty-three diagnostic categories,
that consist of 470 specific diagrnoses, each with a designated length of stay. The amount
of money the hospital receives is fixed on the designated length of stay, no matter how long

the client stays in the hospital. If a client can be discharged early, the hospital makes more
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money. If the client stays in the hospital beyond the allotted time, the hospital loses money
(Plomann and Shaffer, 1983; Smith, 1985).

Heaith Maintenance Organization (HMQ). "An organization that provides a defined
| [health] benefit package for a defined prepaid price to a voluntarily enrolied defined
population” is named a health maintenance organization (Federa, 1983:72). In addition,
"the HMO assumes some of the financial risk or gain in the provision of health services"
(Jonas 1986:167).

Medical model. The medical model is a paradigm that describes medicine as a
profession that diagnoses and treats disease (Hamilton, 1992).

Nursing. In 1990 the American Nurses' Association states, "The 'practice of nursing’
means the performance of services for compensation in the provision of diagnosis and
treatment of human responses to health or iliness" (Hamilton, 1992:85).

Nursing diagnosis. "A nursing diagnosis is a clinical judgement about individual,
family or community health_ problems or life processes. Nursing diagnoses provide the basis
for selection of nursing interventions to achieve outcomes for which the nurse ‘s
accountable” (Carroll-Johnson, 1990:50). This definition was officially adopted by the North
American Nursing Diagnosis Association at the Ninth Biennial Conference in March 1990.

Nursing process. The nursing process is a method of organizing and giving nursing
care. It includes five steps: assessment, diagnosis, planning, implementation, and
evaluation (lyer, Taptich, and Bemocchi-Losey, 1986). The nursing process “is one of the
major guidelines for nursing practice and serves as a foundation for nursing care in health
and iliness" (Taylor, Lillis, and LeMone, 1989:15).

Orem's Self-Care Theory of Nursing. Orem's theory describes nursing's "legitimate
service" (Orem, 1991:71). Orem believes that persons will meet their own universal self-

care needs if they can (117). If they are ill or injured, they have self-care deficits (120, 127)

and need nursing care (187).




Primary care. A type of health care that is defined as care given by

an appropriately trained health professional or team [that] provides most of the
preventive and curative care for an individual or family over a significant period of
time, coordinates any services that must be sought from other health professionals,

and integrates and explains the patient's or family’s overall health problems and

care, giving adequate attention to their psychological and social dimensions (Jonas,
1986:153).

Primary prevention. The first level of iliness prevention is defined by Jonas
(1986:152-53) és “thwarting disease before it starts." Primary prevention includes “the
'basic seven’ personal preventive interventions: exercise promotion, smoking cessation,
weight loss, stress management, nutrition counseling, substance abuse control, and
personal accident prevention.” Primary prevention is contrasted with secondary prevention:
screening and early detection, of diseases such as heart disease, cancer, hypertension, and
diabetes; and with tertiary prevention: rehabilitation.

Assumptions

For this study, the following assumptions were made:

1. The respondents to each of the three survey instruments will be representative
of the general population of Long Beach City College vocational nursing students, Long
Beach ambulatory care staff nurses, and Califomia vocational nursing directors.

2. Because of their knowledge and experience, the experts who were interviewed
were able to both suggest the current state of ambulatory health care in Califomia, and
predict future trends with reasonable accuracy. They were also able to differentiate
between the future in five yeais and the future in ten years.

3. ltwas possible to devise the appropriate modifications for the current ambulatory
care experience, so that the revision could accomplish the purposes of the study.

4. Tyler's (1949) four fundamental curriculum development questions are sufficient

to measure the efficacy of the ambulatory care experience.
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Limitat

For this study, the following limitations are extant:

1. The panel of faculty and nursing staff experts who analyzed the experience was
small. This group could not be eniarged because they were the only people who had
experience with, and special knowledge of, the LBCC vocational nursing ambulatory care
clinical experience.

2. The content revision parts of the study have specific applicability to schools that
utilize Orem’s Self-Care Deficit Theory of Nursing and a wellness focus for the ambulatory
care component of their total curriculum.

3. The ambuiatory care elements of the study are presently applicable only to urban
areas of Califomia that have at least one large or several small ambulatory care facilities.
Califomia has a much higher percentage of HMOs (Marion, 1990) than most other states.
Oregon, Arizona, Colorado, Minnesota, Wisconsin, Maine, and Rhode island are other
states with many HMOs (Marion, 1990). Most states in the middie west and south have
very few of these ambulatory care facllities. In areas that presently have only a few
ambulatory facilities, ambulatory nursing may be far in the future.

While it is always risky to attempt to plan for the future, controlled change based on
sound evaluation is safer than continuing the status quo. An assessment of the past from
areview of the literature, advice gathered from experts, summaries of practice pattems from
practitioners in the field, and creative input from a dedicated faculty will result in an
ambulatory care educational experience for students that will prepare them for the future

in health care.
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Chapter 2
REVIEW OF THE LITERATURE

The review of the literature had the foilowing five purposes: (1) to examine changes
that would predict continuing growth of ambulatory care, (2) to verify that the structure of the
LBCC vocational nursing program supports the ambulatory care clinical experience, (3) to
provide the foundation for integrating Orem’s Self-Care Deficit Theory of Nursing, nursing
diagnosis and critical thinking, and wellness and prevention of iliness into the ambulatory
care clinical experience, (4) to delineate nursing practice in ambulatory care settings, and
(5) to derive ways of evaluating the ambulatory care clinical experience.

that Support Ambulatory Care Growth
The Effect of Health Maintenance
Organizati | Di m
Related Groups

Jonas describes the background of a recent innovation in health care delivery, the
development of Health Maintenance Organizations (HMOs). On December, 29, 1973 the
93rd Congress made a national commitment to a prepaid health plan with the passage of
the Health Maintenance Organization Act of 1973 (Public Law 93-222) (Jonas, 1986). It
authorized 325 million dollars over five years for grants and loans to help develop HMOs.
This bill includes policies that increased primary care and decreased hospitalization.
Although HMOs do include the cost of uniimited hospitalization, they achieve a ten percent
to forty percent reduction in enrollee costs by switching "the underlying incentives of the
provider from iliness-focused hospital-based care toward wellness and ambulatory care”
(168). "However, the federal govemment did not desire or intend to reguiate the actual
process of health care in HMOs; thus, they provide a major incentive for physician

participation® (169).




In January 1980, RN Magazine ("Hospitals Reimbursed") reports that for 383
diagnostic categories an average-cost system, rather than per diem rates, would be paid
to New Jersey hospitals for Medicare patients. This New Jersey plan was the prototype for
a new federal Medicare payment system. The cost of health care had risen from fourteen
biflion In 1965 to one hundred billion in 1980. Smith explains that the Diagnostic Related
Groups (DRGs) system is an attempt to control these spiraling costs; "The federal
government (along with state governments) pays more than fifty percent of this national bill
for health care, mostly through its Medicare and Medicaid programs. Researchers at Yale
University devised the DRG system.”" They based the system on the “Intemational
Classification of Diseases, 9th revision, Clinical Modification (ICD-9-CM)" developed in the
1920s by the World Health Organization. Title Vi, Public Law 98-21, the Social Security
Amendments of 1983 encodes the DRG system. It went into effect April 20, 1983 (Smith,
1985:38). Luft states that In the past, Medicare had reimbursed hospitals on a
retrospective, per diem cost basis. Now, that the new prospective Medicare payment
system has been inaugurated, "payer behavior [has changed] from that of price takers to
price setters” (1987.viii).

In January of 1984, Lee and Sandroff write about major changes in health care. The
Medicare payment plan had gone into effect the previous fall. These writers state "The
repercussions of the plan [DRGs] will be felt in 1984 and for years to come by everyone in
the health-care industry” (26). In May of 1984, Lee, a senior projects editor for RN
interviews several people who had experience with the DRG system. Davis, of the Health
Care Financing Administration, states there will be "moré outpatient surgery, more home
health care, more satellite diagnostic centers and more free-standing clinics under DRGs"
(73). Keenan, a vice president for finance of a New Jersey hospital asserts, "health-care
centers and services independent of hospitals have literally exploded in New Jersey” (73).

In a feature In the June 1984 issue of Nursing, ("Seaing the Future") the editors ask
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Mauksch, a professor of nursing in Alabama, "What will heaith care be like in the year
20007" Mauksch said, "We're already seeing a shift from hospital-based to community-
based secondary care. The hospital will eventually become one big intensive care unit,
reserved for only the most critically ill. Less seriously iil patients can do as well or even
better at home." She also predicts, "a growing number of older and younger patients. By
the year 2000, one third of the population will be over sixty-four or under sixteen” (17-18).

In August 1984, Studin, Coile and Strum examine the future of hospital-based
nursing. They state that "the hospital segment of the health industry is mature, and will
shrink, but other components . . . will expand” (65). in hospitals the nurse will have a major
new role as information manager. With wellness and health promotion programs being
developed, nurses will be transferred into primary care and education activities.

Jonas (1986) predicts that HMO enroliment would grow from seventeen million in
1984 to forty million by 1990. Selbert (1987) predicts a rise in enroliment to almost
forty-nine million in 1990 and quotes the marketing research firm of Frost and Sullivan, who
say "HMOs are the 'preeminent factor’ for change in U. S. health care delivery” (3). The
1990 HMO Edition of the Marion Mermrell Dow Managed Care Digest predicts a 1990
enroliment of aimost thirty-seven million. The 1991 Edition of the Managed Care Digest,
HMO Edition, reports that the actual 1990 enroliment in HMOs was nearly thirty-nine million.
The actual growth in the number of HMOs, the enroliment in HMOs, the United States
Census, and the percentage of the population enrolied in HMOs is shown in the Table 1 on
page 15. The HMO figures are used with permission from Marion Memell Dow, with the
exception of the 1976 number of HMOs and enroliment that is taken from Rosenblum,
Miree, and Tolpin (1989), and the 1982 number of HMOs that are from Federa (1983). The
1980 and 1990 census values are also from Federa (1983). Other census values and the
percentage of the population enrolied in HMOs were calculated. The predicted values in

Table 2, on page 15 are from Marion Merrell Dow and are used with permission.




Table 1

HMO GROWTH 1976-1990

Year Number HMO Enroliment  U. S. Census Percent of

of HMOs (thousands) (thousands) Population
1976 174 6,000
1982 243 10,300 230,427 45%
1984 385 16,784 233,699 72%
1985 430 22,660 235,335 9.6 %
1986 632 26,559 236,970 12%
1987 707 31,024 238,606 13.0%
1988 659 33,715 240,242 14.0 %
1989 623 35,031 241,877 145 %
1990 614 38,707 243,513 1569 %

Data source, SMG Marketing Group inc. © 1991 for Marion Merrell Dow Managed Care Digest, HMO Edition

Table 2
HMO GROWTH PROJECTIONS 1991-1994

Year Number HMO Enroliment  U. S. Census Percent of
of HMOs (thousands) (thousands) Population
1991 603 40,167 245,149 16.4 %
1992 591 43,970 246,784 178 %
1993 579 48,218 248,420 194 %
1994 568 53,152 250,056 213 %

Data source, SMG Marketing Group Inc © 1930 for Marion Merrell Dow Managed Care Digest, HMO Edition
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In September of 1984, the Wall Street Joumnal in the “Business Bulletin" publishes
a trend report that indicates hospital use has dropped as health insurance plans try to
decrease costs. Free standing clinics are proliferating as employers change insurance
benefits to avoid hospital care. Rosenblum, Miree, and Tolpin (1989:74) analyze the effects
of HMOs on hospital usage and ambulatory care. They declare, "Most importantly, the
inverse relationship between HMO penetration and hospital usage lays the groundwork for
a refocused emphasis on ambulatory care and preventive services." They suggest that
HMOs should take the opportunity to develop a sensible health care system with a
foundation of ambulatory care, and should use hospital care in a secondary or tertiary
position. Selbert (1987) notes that the Health Care Financing Administration reports that
*Health care spending is shifting from hospitals to private doctors, HMOs, and nursing
homes. Currently, hospital admissions are at a 16-year low for patients under 65" (2).

Roemer (1986) reports that the number of ambulatory care faclilities has increased
almost steadily over the last fifty years. These amangements are “slowly replacing the
individual doctor's office as the setting in which people receive medical services in the
United States” (39). "The organizing trends that have long characterized hospital care are
coming now to characterize ambulatory care” (47). Kovner (1990:256) indicates, "Many
studies have found that HMOs, pahiculaﬂy group and staff models, reduce hospital use and
total costs.”

Griffith (1985) writes about the role of nurses as preferred providers in ambulatory
care settings. She observes that nurses already have » growing role in Health Maintenance
Organizations, and that Preferred Provider Organizations (PPOs) offer another opportunity
for nurses. These organizations are a combination of fee-for-service and prospective
payment systems. The provider (doctor or nurse) becomes preferred by signing a contract
with a purchaser (health insurance companies, hospitals, physicians, corporations, or labor

unions) to deliver services at an agreed-upon, usually discounted price. According to
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Griffiti, "Study after study has proved that nurses can provide many primary care services
as well as and less expensively than physicians” (5639). After reviewing the situation in
several states across the country, she recommends that nurses become entrepreneurs and
avail themselves of this "golden opportunity” and "ensure their place in the mainstream of
the new health care system” (542).

Anderson (1989:59) writes about economic opportunity for nurses. He quotes
Geffers, regional director of ambulatory nursing at Family Health Plan in Long Beach, CA,
who states, "Ambulatory care is going to keep patients out of hospitals [and] that's going to
force dollars and jobs into the ambulatory/home health mode." Moore and Geving
(1990:21) assert, "Although sixty-eight percent of all nurses now practice in hospital
settings, predictions indicate that within the next ten years, sixty percent of all nurses will
practice in ambulatory care settings.” These statistics are from the findings of the
Secretary’s Commission on Nursing. Nombhold (1990} predicts that "more job opportunities
will open up for nurses to work in ambulatory health care. Hospitals . . . will want nurses
who are technically proficient but who can also develop a quick rapport with patients and
do effective patient teaching” (37).

Gray (1992) reports that nursing centers are gaining ground and predicts a bright
future for these facilities. Nursing centers are entirely nurse managed and are staffed with
nurses who are providers of primary care. A study released by the National League for
Nursing shows that many of the first nursing centers were established to serve the urban
poor. Now, the centers are becoming accepted by middle class out-of-pocket consumers
and third party payers, and are becoming modeis for healthcare reform.

The American Joumal of Nursing gives further information on nursing centers
("Community Nursing® 1992). There are an estimated 250 centers that served at least
118,000 Americans in 1990. A nursing center, to meet the NLN definition, must have a

nurse in the chief management position, with accountability and responsibiliity for client care
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remaining with the nurses. The clients must have direct access to the nurses. The services
offered included the whole range of primary care: physicals, check-ups, immunization and
infusion therapy, prenatal and perinatal care, well-baby care, well-woman care, screening,
education or counseling, consultation, and home health care. The costs averaged out at
about seventy-eight dollars per visit and were paid for by private insurance, Medicare and
Medicaid, and out of pocket charges. Thirteen percent of the charges were
uncompensated. Charges to clients were as low as six dollars for vaccinations, thirty doliars
for a complete check-up, and fourteen hundred doilars for the childbirth package. Over half
of the nurses had masters or baccalaureate degrees and the staff salaries averaged cver
thirty thousand dollars. Most of the centers made profits of fifteen to forty thousand doliars.

In a news article, RN, a nursing journal, relates information about a new NLN report
("Nursing Centers,” July 1992). In the report, "“Nursing Centers: A Promising New Trend in
American Health Care,” NLN encourages Congressional support for a bill providing
increased Medicaid coverage for nurses with advanced preparation. About half of the
centers are affiliated with a school of nursing or other public agency and about half are
freestanding. The NLN says that these centers have high retention rates for nurses
because of greater practice autonomy.

Fagin (1992) reveals the history of nursing's involvement in primary care. The public
health movement and the visiting nurse associations are the best example of nursing’s
tradition as primary caregivers. Lillian Wald was among the pioneers in the public health
movement. She founded the Henry Street Settlement in 1893 (Grippando and Mitchell
1989). Fagin goes on to relate Wald's prowess as a negotiator and statistician. She
persuaded the Metropolitan Life Insurance Company to pay fifty cents per visit for
policyholders by proving that her nurses were able to cost-effectively lower mortality rates.
Several things moved primary care away from nursing. Communicable diseases came

under control, physicians began to replace nurses as primary caregivers, and the focus of
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health care delivery and childbirth shifted from the home to hospitals. Increasing regulations
stymied nursing practice and federal payment systems such as Medicare would not
reimburse nursing serviccs. Today, "the same medical biases that led to restrictions on
primary care nursinsj decades ago have blossomed into serious problems of inadequate
access, cost overruns, and second-rate quaiity” (316). Fagin asserts that the cure of
disease alone is not affordable. Support must be provided so that "prevention, nutrition,
healthy lifestyles, ongoing care and myriad other concems . . . will lower costs and improve
the overall quality of health care in the nation™ (317). Fagin concludes by challenging
nurses to build coalitions with America's communities, legislatures, and Congress. The goal
must be to "rebuild the system to accommodate delivery of the kinds of services consumers
want and need. . . . [without] compromising on the core values of nursing, which are so
necessary to solving the problems in heaith [care] today” (317).
The 1990-91 Edition of Hospital Statistics, published by the American Hospital
-Associafion. relates, "Trends in the utilization of hospital services have been varied.
Declines in inpatient use and simultaneous growth in outpatient care depict what is perhaps
the most significant change in health care delivery in the past ten years” (xxxvi). The 1991-
92 Edition indicates that the trends have continued. "Since 1980, inpatient days have fallen
a totai of fifteen percent after peaking at 278 million in 1981." "In 1990 community hospitals
reported 301 million outpatient visits, up 5.5 percent from 1989 (xi). "There has been a
surge in the number and types of outpatient services available. In 1985, more than half of
all community hospitals offered outpatient departments to their communities. Just five years
later, more than three-quarters of all community hospitals have an outpatient department”
(xiii). The data, comparing community hospital inpatient days versus outpatient visits from
1979 to 1989 are found in Table 3, on page 20.
Boehm and Murray (1990) analyze healthcare’s future. They describe the inpatient
sector of healthcare as mature, with little growth expected. The outpatient area, however,
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is now becoming the center for growth with the focus on prevention, diagnosis, and

Table 3

Community Hospital Inpatient Days
Versus Outpatient Visits, 1979-89

treatment. The hospital of the future will be smaller and will resemble a critical-care unit.

Year Hospital Days Outpatient Visits
_(thousands) (thousands)
1979 265,600 200,000
1980 271,900 203,300
1981 278,100 203,100
1982 278,100 206,000
1983 271,900 209,400
1984 256,300 212,500
1985 237,500 218,800
1986 229,700 . 231,300
1987 228,100 243,800
1988 228,100 268,800
1989 226,600 287,500
1990 227,100 301,000

Shaded area indicates period when outpatient visits were greater than inpatient days.

Note: U. S. Department of Heaith and Human Services data on outpatient visits from 1984-1988 ranged from 41,000 to 72,900

visits higher than the American Hospital Associaion statistics, above.

These authors believe that these changes are not “just a temporary adaptation to the

reimbursement environment but a profound change to be recognized” (24).

Shenot (1991) describes the business of freestanding outpatient surgery centers.
She says that surgery cases in these centers have increased from under 500,000 in 1983
to over 2,500,000 in 1991. The number of centers has increased from 250 to over 2,500
in the same period. These centers are not all highly profitable, but some of them, that

emphasize attentiveness to surgeons and patients, have become a "thriving industry.”
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Groah and Howery (1992) predict that the trend toward construction of freestanding
outpatient centers will be discontinued. Hospitals will begin building ambulatory surgical
facilities that have a separate entrance, waiting rooms, and recovery area. However, the
outpatient center will be situated so that it can use the hospital's main operating rooms.

Although managed care organizations have had a steady growth, Kenkel (1990)
reports that they had a period in 1988 and 1989 when two-thirds of HMOs lost money.
Preferred Provider Organizations (PPOs) had challenged the HMOs and have taken a large
share of their market. However, most of the managed care organizations were profitable
in 1982. Kenkel includes the following statistics in his report. "Sixty-eight million people or
one-fourth of all Americans receive care through a managed-care operation. Of that
number, nearly thirty-five million are enrolled in more than six hundred HMOs. Another
thirty-three million are estimated to be participants in seven hundred PPOs nationwide" (82).
In the March 20, 1992, issue of Hospitals, the editors publish predictions by a panel of
twenty-eight financial experts assembled by the Healthcare Financial Management
Association ("Panel Predicts”). The experts indicated that the operating margin of hospitals
was 2.7 percent in 1990 and will be only 2 percent in 1995. However, the outpatient
revenue that was 22.5 percent in 1990, will go up to 30.3 percent in 1995.

Shenot (1992) describes the merger of two outpatient care companies. These
companies provide outpatient surgery and home infusion services and both businesses
have responded to the drive to contain health-care costs by offering savings relative to
hospitals. Shenot suggests that the combining of the companies might indicate that this
industry is maturing and that increased competition might push down profit margins. Also,
large health maintenance organizations and other managed care providers are seeking
discounted care from the specialist companies. Some analysts speculate that within a few
years, insurers may begin paying providers a fixed sum for full treatment of a disease. This

would mean that companies that have integrated all types of services could offer the client
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everything needed for treatment and would be in the best position to compete. On the long
term, Industry analysts hail the merger and predict a positive long-term view for these types
of health care providers.
The Effect of the Ading American Populati

An additional major change that affects ambulatory health care is the aging of the
American population. Studin, Coile, and Strum (1984) predict that the numbers of people
over sixty-five will increase by twenty-four percent in the 1980s, and that eighty-one percent
of people over sixty-five have chronic illnesses. Chronic ilinesses usually demand more
ambulatory care than acute illnesses. In 1985, Daria and Moran made predictions for
nursing during the 90s, and they, too, comment on aging. They state that the Census
Bureau estimates that more than a quarter of the population will be over age sixty-five. The
need for gerontologic nurses will increase by 400 percent and most of these nurses will
work outside the hospital. Care will be given in freestanding specialized health care
centers, in rehabilitation centers, and in client's homes. Attempts to cut costs will continue.

Daria and Moran (1985) also state that "approximately $1 billion is spent on health
care per day. That figure represents nearly 11% of the gross national product and ranks
fourth on the list of federal expenses” (26). Ambulatory care is one way of cutting these
spiraling costs. Daria and Moran continue that nursing curriculum will have to be revised
to accommodate the need for more nurses to care for the aged. "Skills in differential
assessment will be absolutely indispensable both in and out of the hospital” (29). Schools
must prepare students both technically and psychologically to care for the eldery. in 1990,
Nomhold also predicts an increasing number of aged. "By the year 2000, 15% of the U. S.
population will be sixty-five or older, more than 3 million will be eighty-five or older, and
100,000 wiil be one hundred or older” (40).




The Effect of the Nursing Jobs Market

Another important change that affects both ambulatory health care and the job
outlook for licensed vocational nurses is the roller-coaster of demand for nurses. In 1885,
Ballman suggests that “the current shortage in available hospital-based nursing jobs is not
cause for teeth-gnashing in health care circles. Industry experts believe this is a temporary
condition and, indeed, helps shift the focus to other practice options” (181). History shows
that the shortage was temporary. By Apiril of 1987, Curren, Minnick, and Moss report on a
survey supported by the American Organization of Nurse Executives, that 13.6 percent of
the total number of registered nurse positions are vacant. The rate is twice that of
September 1985, when an American Hospital Association survey showed a vacancy rate
of 6.3 percent. Within two years a serious shortage of nurses had become evident. Future
Scan (Selbert, 1987) reports the same figures and explains that nurses were leaving nurring
because of low salaries, high pressure and poor hours. College students were nut cheosing
nursing but were entering business and other professions. Scherer (1987), writing in the
American Joumal of Nursing, titied her article, "When every day is Saturday: The Shortage,”
and described nurses as being demoralized, angry, and just plain wom out, because of the
acute shortage of nurses. In 1988, the editors of Nursing 88 ("Nursing Shortage”) reported
that the shortage was continuing, but salaries were up and hiring of licensed practical
nurses/licensed vocational nurses (LPNs/LVNs) and nursing assistants had also increased.

In January of 1990, Nomhold wrote "90 Predictions for the 90s." She foresees that
the nursing shortage will continue and all-RN staffing “will become a dead issue” (36). She
believes, "For too long LPNs [LVNSs] have been an untapped resource, overiooked and
ignored by the health care system. During the nineties their skills and talents will be used
more effectively” (36). In 1992 the shortage is waning in some areas, at least temporarily.
Hammers (1992) reports that today’s job outlook differs vastly from the situation just two
years aéo. Then, the average vacancy rate in Califomia was twelve percent. Now, the
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rates are two to six percent. The recession is an important reason for the lowered vacancy
rate. When spouses lose their jobs, nurses take full time positions. Hospital mergers and
hiring freezes have also played an important role in ending the nursing shortage. However,
experts predict that the job market for nurses will improve as the economy recovers. The
Califomia Employment Development Department expects occupations in the health field to
increase thirty-nine percent by the year 2000.

in her book, 100 Best Job% for the 1990s & Beyond, Kleiman examines the
employment outlook for LPNs [LVNs]. She describes the job as requiring a background in
nursing, pharmacology, computation, computer literacy, and technical skills. The practical
nurse must be adaptable, energetic, able to get along and communicate with people. In
doctors offices, health maintenance organizations, and clinics, clerical and record keeping
skills are essential. The salary was $23,152 in 1991 and Kleiman predicts that it will be
$42,000 by the year 2000. She suggests that the most jobs will be found in hospitals and
nursing homes, but employment will grow rapidly in physicians' offices, walk-in clinics, and
health maintenance organizations. Kleiman advises that practical (vocational) nursing is
a good entry-level job into the health care field and one that should lead to registered

nursing, a much higher paying occupation.

Bevis (1989) is the author of a seminal book about nursing curriculum development,
published by the National League for Nursing. This book contains the criteria for NLN
accreditation for schools of nursing. Bevis explains that these criteria are based on the
Tyler model (1949). The fundamental elements of the criteria are a philosophy and a
conceptual framework. Based on these elements, behavioral objectives are developed for
the program, courses, units, and leaming activities. Then the faculty chooses content that

will help the students to meet the objectives. Finally, evaluation tools are developed to
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measure the leaming described in the objectives. Bevis (1987:31) explains that
accreditation requirements were powerful forces in establishing the "Tyler-type behaviorist
technical model as the model for nursing." She explains two additional forces that were
influential. The first was her book on cumiculum development; the second was Mager's
(1962) book, Preparing Instructional Objectives. Bevis (1989) describes some content ideas
that are less concrete and are difficult to reduce to behavioral objectives. These include
recognizing significance, thinking critically, finding meanings, using intuition, gaining
insights, seeing pattems, being caring and concemed, and making moral and ethical
commitments. She suggests that these kinds of content are essential for higher degree
programs. However, she confirns the usefulness of the Tyler/Bevis model for generic
nursing programs. All these programs have a technical component, because some
functions of nursing require safe performance of technical skills and the Tyler mode! works -
well for developing that aspect of the curriculum.
Philosophy

Kintgen-Andrews (1988:437) writes about the philosophy of a school of nursing as
a foundation for the cumiculum. She describes the purpose of a philosophy as an
instrument that directs the whole curriculum process and affects all of the students’ leaming
experiences. A philosophy gives a clear statement of the values of a faculty. These values,
beliefs, and goals provide the rationale for choices and priorities in the curmriculum. The
Long Beach City College Vocational Nursing Program Philosophy is found in Appendix H,
on page 277. The VN Philosophy addresses the beliefs of the faculty related to five major
topics: individuals, society, health, nursing, and vocational nursing education. The individual
is seen as a self-directed being whose values and behavior can be changed through
education. Society is described as having responsibility for disease prevention activities
and care of those who are unable to care for themseives. Both individuais and society are

responsible for the preservation of the environment. Health is a state wherein individuals
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are structurally and functionally whole. Heatth should be maintained and iliness prevented,
so ambulatory care is becoming a preferred method of health care delivery. However, acute
and long-term care will continue to be in demand because of technological improvements
in health care and increasing longevity of the population. Nursing care focuses on client
self-care to resolve physical, psychosocial, and spiritual needs. The mechanism for
delivering nursing care is the nursing process. Vocational nursing education is the
preparation of beginning level nurses who have the knowledge and skills to care for stable
clients of all ages. Instructors are responsible for devising the leaming environment.
Students are responsible for their own leaming and nursing practice.
Essential Components of a Cumiculum

Subject. Bevis writes about the process of cumiculum building in nursing. She lists
three essential components of a curriculum: the subject, the setting, and the student. The
"subject” is the conceptual framework or the description of the way the faculty wants
students to practice nursing activities. Bevis believes a nursing theory such as Orem'’s Self-
Care Theory of Nursing provides a “tightly knit, highly focused group of concepts,
hypotheses, postulates and principles that are woven together" (1989:100) so that one
major idea can be used as a conceptual framework for a curriculum. The structure for the
whole LBCC VN curriculum is based on the conceptual framework that nursing is helping
clients care for their health needs for themseives (Orem, 1991). The LBCC Vocational
Nursing Curriculum Guide (1992) states that vocational nursing students are persons who
are at the first level of nursing education. All settings where health care activities are taking
place are appropriate leaming sites for nursing education. Thus, the structure of the clinical
experience using ambulatory care facilities follows the structure of the whole vocational
nursing curriculum, with the exception that the ambulatory nursing care takes place in

specific settings: ambulatory care facilities.
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Settings. Drew (1990:149) writes about the history, evolution, and survival of health
maintenance organizations. To answer questions about the place of nursing in HMOs she
replies that, "the HMO model of health care delivery is consistent with the health promotion
and holistic philosophies of the nursing profession, and it provides nurses with opportunities _
for health teaching, primary care interventions, long-range heaith planning, and case
management." Therefore, she believes nursing does have an important place in AMOs.

Reilly and Oermann (1985:369) discuss the changes that are evolving in the clinical
field for nursing. They feel that the DRG system of prospective payment will have a great
impact on the settings where student nurses leam to practice. They believe that there will
be movement of this activity from hospitals to the community and its agencies. "Ambulatory
care facilities will increase and provide experience in monitoring health status, participation
with diagnostic and therapeutic measures, and fostering self-help capacities of clients and
their families.” In this type of setting students can leam to optimize time spent with clients,
hone their assessment skills, and increase the proficiency of their nursing interventions,
particularly teaching and counseling. They can also leamn to adjust their own understanding
of health practices to the life styles, values, and priorities of the clients.

Students. The student in the LBCC vocational nursing program leams the role of
a nurse at the beginning level of nursing. Bevis (1989) quotes the American Nurses'
Association that describes professional nursing roles as "care, cure, and coordination.”
Prevention of disease and maintenance of health are listed as a coordination role, along
with roles of health educator, group leader, and decision maker. These roles of the
professional nurse must be contrasted with the role of the vocational nurse.

The Califomia Yocational Nursing Practice Act with Rules and Regulations, issued
by the Board of Vocational Nurse and Psychiatric Technician Examiners (BVNPTE,
1987:92) states, "The Legislature hereby declares the practice of licensed vocational

nursing to be a profession” (§2840.5 (a)). However, the law aiso states that vocational
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nursing is "practiced under the din><tion of a licensed physician, or registered professional
nurse” (§ 2859). Haynes 1992 a), the Executive Officer of the BVNPTE, cautions that
although the roles of the vocational nurse are similar in many ways to the basic roles of the
registered nurse still the actions of the vocational nurse must always be under the direction
of the registered nurse. Anderson, nursing consultant for the BVNPTE, (1992) suggests
that schools may (and should) teach students to perform above the minimum standards of
the practice act but she wams that students should clearly understand the vocational
nursing scope of practice so that they do not inadvertently go beyond the allowances of the
law. The Council of Practical Nursing Programs of the National League for Nursing (NLN)
publishes a booklet, Characteristics of Vocational Nursing Education. In this document the
Council states, "students are prepared to provide care to patients whose conditions are
considered to be stable” (1985:4). In 1989, the Council of Practical Nursing Programs
issues another booklet, Entry-Level Competencies of Graduates of Educational Programs
in Practical Nursing. In this publication the Councll declares, "The primary role of the
practical/vocational nurse is to provide nursing care for clients in structured health care
settings who are experiencing common, well-defined health problems” (1989:1). The
National Council Licensure Examination for Practical Nurses (NCLEX-PN) in the test plan
for the licensure examination. describes the test plan as a tool to determine the student's
ability to meet the needs of clients with commonly occurring health problems having
predictable outcomes (National Council 1989). The "LBCC VN Program Philosophy”
summarizes the role of the vocational nurse by declaring, "Vocational nursing education is
the preparation of beginning ievel nurses who have the knowledge and skiils to care for
stable clients . . . under the direction of a licensed physician, or registered professional

nurse” (Appendix H, on page 277).




Structure of the Curriculum
atLBCC

Curiculum objectives. The statement of Curriculum Objectives (Appendix H, on
page 279) outlines the knowledge, skills, and attitudes that are expected of the LBCC

vocational nursing graduate. These objectives describe the final student outcomes, to
which the LBCC VN faculty are committed. They are summarized in the following
statements. Students will communicate basic information and use the five step nursing
process to apply nursing principles in caring for culturally and developmentally diverse,
stable clients with common health problems. They will safely and ethically practice basic
nursing skills, give medications, teach self-care to clients, and practice as team members
and team leaders.

Credit Course Outline. The Long Beach City College Vocational Nursing Facuity
writes the Credit Course Qutline (1989), Vocational Nursing, Developmental Levels: Older
Adult. The ambulatory care clinical experience is a part of this course. This document has
been approved by the Curriculum Committee and the Board of Trustees of the Long Beach
Community College District. The first two course outcomes/objectives support the use of
ambulatory care clinical facilities as leaming sites for vocational nursing students. The first
requires that students use knowledge of common health problems to give care to older
aduits. The second requires that the students function with less instructor supervision and
improve in ability to assess physical problems, self-care -deﬂcits. nutritional and mobility
needs, and problems with muiti-drug therapy in older adults in the ambulatory care setting.

The Credit Course Qutline (1989) reveals the theory content of the course. Part four
describes the theory that is implemented during the ambulatory care clinical experience:
4. Prometing wellness and self-care that involves the following:

“+. Physical assessment techniques

b. Self-care assessment techniques

c. Universal self-care requisites in the elderly
d. Addressing care needs using the nursing process.
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Another important section of this official college document is the statement verifying
the college level critical thinking tasks/assignments. Regulations in Title V of the Education
Code (Califomia 1992, §55002) require degree applicable courses to include critical thinking
tasks and assignments. This requirement is met by the following statement in the Credit
Course Outline (1989:4): "Critical thinking and problem solving will bz leamed, practiced,
and evaluated in the classroom and hospital or ambulatory care setting while students are
giving direct client care. The adaptation of nursing care principles is required in order that
ind.ividuallzed nursing care, appropriate for each patient/client, can be given.”

Theory text. The text used for the theory portion of VN Developmental Levels: Older
Adult is Health Assessment of the Older Adult, by Eliopoulos (1990:v, vi). In the preface to
her book, Eliopoulos summarizes the need for assessment skills in the first two sentences.
"Astute assessment skiils are prerequisites for competent nursing practice. A sound
assessment provides the foundation for individualized care planning and delivery." The
book is organized primarily by body systems but it also includes assessment of social
function, mental status, nutrition, sexuality, and functional independence. The objectives
of the book are to help the reader conduct a basic assessment of the older adult,
understand the relationships between physical, mental, and social functioning, and to
understand the assessments of other health professionals. Eliopoulos describes
assessment as an interdependent part of the nursing process. The purpose of assessment
is to "identify nursing diagnoses that warrant nursing actions” (vi), and the text assists the
students to accomplish that task. The class schedule with the textbook assignments and
ambulatory care clinicai correlations is in Appendix |, on page 283.

Clinical text. The text used for the clinical portion of VN Developmental Levels:
Older Adult is Care Planning Pocket Guide: A Nursing Diagnosis Approach, by Lederer,
Marculescu, Mocnik, and Seaby (1991). This handbook-type text is used to assist students

in making nursing diagnoses under the supervision of the registered nurse. This text is
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used with the LBCC VN Self-Care Taxonomy of Nursing Diagnoses, Related to Orem's
Theory of Nursing, that is found in Appendix H, on page 280.
Nursing Process

Reilly and Oermann (1985:42) affirm that nurses are now "seeing the patient through
their own eyes,” and this is implemented through the nursir 3 process. The nursing process
is "now acknowledged as the phenomenon of nursing practice™ (43). During the eighties,
a part of the nursing process, nursing diagnosis, has become a major concem of
practitioners. "The categorization of health problems into nursing diagnoses is the most
significant component of the nursing process, for it provides the focus for detemmining goals
of care, the derivation of an appropriate realistic plan of care, the selection and use of
pertinent nursing actions of intervention, and the evaluative judgments pertinent to the
client’s progress toward goal attainment” (46).
Self-directed Leaming

In all of the courses in the vocational nursing program, except the ambulatory care
clinical experience, direct instructor supervision is provided. The ambulatory care clinical
experience is unique in that the teacher only sees the students once a week. During the
remainder of the experience, the students must independently meet the behavioral
objectives under the supervision of the agency staff nurses. Memriam and Caffarella
(1991:45) write about leaming in adulthood and clarify the nature of self-directed leaming.
They suggest that self-directed leaming is a form of study in which the leamer plans,
implements, and evaluates his or her own leaming experiences. These authors list Tough's
thirteen steps in the process of independent leaming and explain that these steps represent
key decision making points in this process.
Deciding what detailed knowledge and skill to leam
Deciding the specific activities, methods, resources, or equipment for leaming
Deciding where to leam
Setting specific deadlines or intermediate targets

Declding when to begin a leaming episode
Deciding when to begin a leaming episode

ONhWN =
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7. Estimating the current level of one’s knowledge and skill or one’s progress in
gaining the desired knowledge and skill

8. Detecting any factor that has been hindering leaming or discovering inefficient
aspects of the current procedures

9. Obtaining the desired resources or equipment or reaching the desired place or
resource

10. Preparing or adapting a room (or certain fumiture or equipment) for leaming or
amranging certain other physical conditions in preparation for leaming
11. Saving or obtaining the money necessary for the use of certain human or
nonhuman resources
12. Finding time for the leaming
13. Taking steps to increase the motivation for certain leaming episodes
Only part of this scheme is extant in the ambulatory care leaming experience. The first
three steps have been done for the students and number eleven is not applicable. Numbers
four and thirteen are shared between the student and the supervising teacher.

Merriam and Caffarella (1991) summarize leaming as a self-directed activity by
combining Tough's ideas of linear leaming with the notions of later writers, who feel self-
directed leaming happens by trial and error. Mirriam anu Caffarella suggest that both
chance and planning are part of the process. The proportion of each depends on the
leamer. His or her motivation, circumstances, and the ability to camy out the leaming
activities and knowledge and experience of the content each influence the leaming
experience and the continuing interaction of these variables will influence further
independent leaming.

Mitchell (1990) describes her view of self-directed leaming as nontraditional
education. She asserts that faculties in nontraditional education use adult leaming theories
and combine conceptual study with actual work that demonstrates the practical application
of theory. She states that research has shown that students who leam in this way retain
knowiedge more than fifty percent better than those who leam by conventional methods.
Mitchell believes nurse educators should "meet students needs by developing different
kinds of educational models along an instructional assessment continuum” (189). She

exhorts nurse educators to "seize the opportunity to adapt to a changed society” (190) and

provide a future oriented educational experience for our students.
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Setting Up the Clinical Experi

Hawkins (1981) explains how clinical experiences should be set up for collegiate
nursing education. She suggests that the first step in the selecting a clinical agency is
assessment of the need for the agency, based on the programmatic outcomes to be
accomplished and the curriculum plan for the program. The behavioral objectives for the
clinical experience tell all the involved persons why the agency is being utilized within the
context of the program. There must be congruence between agency philosophy and
educational program philosophy related to the use of student time and student supervision.
Also, serious consideration must be given to the constraints of distance from the school;
competition with other schools for the agency’s facilities; census statistics; staffing pattems;
physical faclliies including dining and parking for the students; client rights for safe,
expedient care; and student rights to have an efficient and profitable leaming experience.
Other criteria include a contract between the agency and the school, accreditation of the
agency, role of the faculty person in the agency, and planning and evaluation between
faculty and agency staff.

The planning phase between the school and the agency must include plans for
facuity and staff orientation. The arrangemeris that are made for the students’ experience
need to be put in writing so that ‘all involved persons are informed of the specific
agreements. At the beginning of the implementation phase, the students are oriented.
Then, the faculty must continually assess the attainment of clinical objectives and make
whatever adjustments are necessary and possible to maximize the leaming experiences.
Members of the facUlty may need to act in several roles during a clinical experience. Not
only are they responsible for student instruction but, they may also be a role modei for
students, a support for the growth of clinical expertise of agency staff members, and change

agents to help resolve problems with nursing care given by staff. During implementation,

33




all problems should be discussed as they arise, so that there is no build up of distress about
student or agency performance.

The evaluation phase begins with a meeting between the assigned faculty and
agency personnel. If possibie this meeting should include staff members who are in direct
contact with students. Strengths and weaknesses of the experience should be shared
openly so that plans for resolution of any identified problems can be made. The facuity
should then meet as a group to evaluate the agencies used and make preliminary plans for
the next use of the agency.

The Clinical Laboratory

Infante (1985:5) describes the clinical laboratory in nursing education. She states
the purpose of the clinical laboratory as follows: "a place for students to leam—leam to
transfer knowledge already acquired to practical, dynamic situations.” Infante describes the
same Tyler/Bevis behaviotal technical model as was outlined by Bevis (1989). However,
Infante makes a special point of discussing the use of the conceptual framework in the
ciinical laboratory. She feels that, in some cases, the conceptual framework is carefully
used in the classroom, yet in the clinical laboratory it is not evident. She asserts, "the
consistent use of the conceptual framework is important. The language and the concepts
should permeate all steps in the teaching/leaming process” (76).

Infante (1985) suggests that in the clinical laboratory, the teacher guides and
facilitates student leaming, s/he does not teach. The teaching should have been done in
the campus laboratory or the classroom, before the use of the clinical setting. infante lists
the essential elements of the clinical laboratory.

Opportunity for client contact

Objectives for activities

Competent guidance

Individuation of activities

Practice for skill learming, both motor and intellectual
Encouragement of critical thinking

Opportunity for problem solving
Opportunity for observation
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9. Opportunity for experimentation

10. Development of professional judgment or decision making

11. Encouragement of creative abilities

12. Provision for transfer of knowledge

13. Participation in integrative activities

14. Use of the team concept (1985:27).
She elaborates about each of these essential elements, but suggests for undergraduate
students, teachers should recognize that the clinical laboratory is a place for students to
practice what they have already leamed. She feels that students should be assigned to
leamning activities, not to clients.

Reilly and Oermann (1985) refer to a nursing clinical laboratory as a clinical field.
They characterize clinical practice in a nursing program as a cognitive activity. Although
there are many "psychomotor and affective skills, the underlying activities are problem-
solving and decision-making skills relative to clinical judgments” (18). They suggest that
"leaming behavior is often an intemal process which méy be inferred from behavior change
rather than be primarily dependent upon observation” (19-20). A meaningfui educational
experience is one that prepares the leamer to manage future similar circumstances.
Experiential leaming is the essence of clinical practice.

The structural elements of a program that will support an ambulatory care
experience have been reviewed. These materials are related to program philosophy,
cumriculum outcomes, nursing theory and process, stuqents at the vocational level of
nursing, state vocational nursing practice act, state education code mandates, college
curriculum requirements, textbooks, self-directed leaming, clinical setting, and clinical
agency relationships. Suggestions and exhortations from the literature have been
summarized and compared with LBCC program elements, so that the faculty can evaluate
and make needed changes in the curriculum.

Orem's Self-Care Deficit Ti  Nursi
The third research question in this study addresses the way specific concepts can

be integrated into the ambulatory care experience. One of the concepts to be integrated
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is a nuising theory. A major reason for revising the ambulatory care clinical experience is
that the VN faculty had adopted Orem's Self-Care Deficit Theory of Nursing (SCDTN)
(1991) as the conceptual framework for the LBCC VN program but had not sufficiently
integrated the theory into the ambulatory care clinical experience. To provide a foundation
for the needed revisions, the literature related to Orem's SCDTN was reviewed.
Nursing Theory Development

Deloughery (1991:49) relates nursing theories to the nursing process. She suggests
that nursing theories

provide a framework that defines the nurse’s role, the client, and the meaning of

health. . . . Nursing models can direct each component of nursing practice and assist

nurses to: collect, organize, and classify data; understand, analyze, and interpret the
client's health situation; plan, implement, and evaluate nursing care; {and] explain
nursing actions.

Deloughery presents a chronology of theory development in nursing. She explains
that in nursing, there are many different interpretations of the terms: conceptual model,
conceptual framework, theoretical model, theoretical framework, and theory. Different
authors use these tenms interchangeably. Deloughery suggests that the terms represent
an evolutionary process, with a theory being the most highly deveioped. Deloughery
defines a theory as "a set of clearly defined, interrelated concepts and relational statements
that systematically represent a portion of reality” (1991:51).

Deloughery (1991) explains that Florence Nightingale was the first nurse theorist.
Her book Notes on Nursing describes her philosbphy and is a foundation from which other
theorists work. Modem theory development began in the 1950s with Peplau’s description
of nursing as an interpersonai process between nurse and patient. A few doctoral programs
in nursing began in the 1950s but most nurses still received doctoral education in the

behavioral sciences until the 1980s. During the 1960s a few of these nurses began to

develop nursing theories. Abdella, Orlando, and Henderson are prominent names among
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the early theorists. By the early 1970s nurses had arrived at c¢:.sensus about the nursing
concepts: nurse, nursing, health, client/patient, individual, society, and environment.

In 1971 Orem began writing her book that defined nursing as the facilitation of self-
care for a client. In 1973, NLN began requiring conceptual frameworks for accreditation of
nursing education programs. During the 1970s "Orem, King, Roy and Rogers, have
published more explicit definitions of their concepts and relational statements” (Deloughery,
1991:61). They have tried to relate the theories to practice or have reported research
studies based on the theories. Since 1970, ten nurse theorists have published books that
explained their theories.

In 1990, Zylinski did a study comparing the curricula of vocational nursing programs
in California. Of seventy-four schools in the state, forty-five responded to the survey. Of
the respondents, sixty-two percent of schools were using body systems, a medical model
as their conceptual framework. Only sixteen percent of schools used nursing theories. Four
schools used Orem. Two schools used Roy, and one school used an unspecified nursing
theory. The remaining twenty-two percent of schools used theories borrowed from the
behavioral sciences. The LBCC VN program adopted Orem's Self-Care Theory in 1989 and
was one of the four Califomia schools using Orem's Theory as a curmicular organizing
principle.

Deloughery (1991) explains the contingencies upon which acceptance of a nursing
theory is based. The theorist's work must be a substantial publication. The theory must be
widely read and adequately described so that nurses can understand how to apply the
principles to practice. Furthermore, there must be enough educated nurses who understand
the theory to teach it to others. Four textbook editions of Orem'’s theory have been
published: 1971, 1980, 1985, and 1991. Most general nursing textbooks discuss nursing
theories and Orem's theory is usually included in the discussion. in her monograph about

Orem's Theory, Hartweg (1991) included 138 references. In the bibliography she lists
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eighteen articles and books by Orem plus twenty-five other entries, including three media
entries and one software entry.

Hartweg (1991) describes the dissemination, verification and current development
of Orem'’s theory. Taylor, of the University of Missouri, Columbia, Initiated a curriculum
network directory in 1980 and later, a newsletter. Biannual conferences have been held at
Columbia since 1982, and the first international conference was held in Kansas City in 1989.
An Orem research study group was organized in 1984 at Wayne State University in Detroit.
Self-care theory based computer software has been developed that links client assessment
with nursing diagnoses, patient outcomes planning for care and clinical research.

Nursing Theory in the LBCC VN Program

Before 1989 the LBCC VN program used an eclectic conceptual model: Body
Systems-Developmental Levels-Stress. The body systems core of the curriculum was
based on the medical model; the developmental levels segment was based on Erikson's
theory of growth and development; and the stress component was derived from Selye's
work. The 1985 edition of Orem's Nursing Concepts of Practice was the foundation used
by the LBCC VN faculty when they began the process of changing their curriculum to a self-
care focus. Several members of the facuity were familiar with the theory from their graduate
school work. Other faculty leamed the theory through self-study. In 1989, the facuity
completed a major curriculum revision, based on Orem’s Self-Care Deficit Theory of Nursing
(SCDTN).

Development and Content of Qrem's SCDTN

Orem (1985) describes the beginning of her efforts to understand nursing.

In 1958 and 1959, as a consuitant in the Office of Education, U. S.

Department of Health, Education, and Welfare, | participated in a project to upgrade

practical (vocational) nurse training and to identify ways to include in practical nurse

curricuia an explicit nursing component. Such a component would give nursing
meaning to the tasks around which the knowledge and experience components of
training programs were organized. ... | proceeded ... by reflecting upon my

experiences In nursing. | stated a proposition and In light of the proposition asked
a question. The proposition was expressed in this fashion: Not all people under
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health care, for example, from physicians, are under nursing care nor does it follow
that they should be. Then | asked a question phrased somewhat as follows: What
condition exists in a person when that person or a family member or the attending
physician or a nurse makes the judgment that the person should be under nursing
care? The answer to the question came spontaneously with images of situations
where such judgments were made and the idea that a nurse is "another self,” in a
figurative sense, for the person under nursing care.

My insights into the human condition associated with requirements for
nursing were formulated as a concept and expressed as follows: The inability of a
person to provide continucusly for self the amount and quality of required self-care
because of the situation of personal health. Self-care was conceptualized as the
personal care that human beings require each day and that may be modified by
healthg:;tate. environmental conditions, the effects of medical care, and other factors
(18, 19).

Hartweg (1991) offers a brief biographical sketch of Orem. Orem was bom in 1914.
She eamed her nursing diploma from Providence Hospital School of Nursing in Washing-
ton, DC and her BSN and MSN in education from the Catholic University of America. She
has received three honorary doctorates. Cumrently she is a consultant in nursing in
Savannah, Georgia.

The fourth edition of Orem's text (1991) includes the information from the previous
edition, new propositions in the Theory of Self-Care, and selected parts of some of her other
earlier work (Hartweg, 1991). Orem (1991) lists five underlying premises that have served
as "guiding principles throughout the process of conceptualizing nursing” (66). She listed
the five premises in the 1985 edition of her book. However, at that time, she considered
them more tentative and labeled them as assumptions. These premises are as follows:

1. Human beings require continuous deliberate inputs to themselves and their
environments in order to remain alive and function in accord with natural human
endowments.

2. Human agency, the power to act deliberately, is exercised in the form of care of
self and others in identifying needs for and in making needed inputs.

3. Mature human beings experience privations in the form of limitations for action
in care of self and others involving the making of life-sustaining and function-
regulating inputs.

4. Human agency is exercised in discovering, developing, and transmitting to
others ways and means to identify needs for and make inputs to seif and others.

5. Groups of human beings with structured relationships cluster tasks and allocate

responsibilities for providing care to group members who experience privations
for making required deliberate input to self and others (67).
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Orem (1991) explains that three theories form the basis for a general theory of
nursing named the self-care deficit theory of nursing. The three theories are as follows:
theory of self-care, theory of self-care deficit, and theory of nursing systems. The figure
below is adapted from page 66 of Orem's 1991 text and shows the relationships among the
three theories. g

Hartweg (1991) summarizes the central idea of each of the three interrelated
theories: "Individuals are affected from time to time by limitations that do not allow them to

me?rr'y of 'srg?%g rgf | Th of
syste deficit  Sefi-care

Figure 1
Constituent Theories, the Self-Care Deficit
Theory of Nursing

meet their self-care needs” (11). The central idea for the theory of seif-care is that self-care
is emphasized as leamed behavior and as deliberate action that may be influenced by
cultural and social experiences. In the 1991 edition of her book, Orem made substantive
changes in this theory. The central idea for the third theory, the theory of nursing system,
is that nurses determine if nursing is necessary or "legitimate.” To do this the nurse decides
whether there is an existing or potential deficit between the client's abilities and the
demands for action. If a deficit exists, the nurse must make a plan of care to identify “what
is to be done and by whom" (13).

In summary, Hartweg (1991) explains that nurses sometimes focus their work
primarily within one theory. For example, in an acute care setting, the nurse may operate

mainly within the self-care deficit theory. Whereas, in an ambulatory care setting the nurse

40

i

o




may use the theory of self-care aimost exclusively. However, the theory of nursing systems
is the key, in that it explains the actions of the nurse.

In the new edition of Orem’s book, she has omitted or updated several of the
illustrations. She omitted a detailed case study and its omission Is illustrative of the
changes in health care delivery from 1985 to 1991. In the omitted study, the client was
admitted two days before foot surgery and was hospitalized for a week or so after surgery.
Today, she would probably be admitted to a day surgery center on the day of surgery, have
orthoscopic surgery, and be able to go home on the day of surgery or a day or so later.

New data, reported in the 1991 edition of Orem’s book, are from a survey of nursing
home residents to "identify (1) reasons for admission to the home and (2) factors that would
condition the kind and amount of nursing required” (343). The study resulted in the
identification of obstacles that affect meeting universal self-care requisites.

The work of several other authors also contributed to the faculty’s understanding of
Orem'’s work. Stevens (1979) writes a text about nursing theory in general. She points out
that in Orem’s theory both the nurse and the patient do self-care. The self-care may be
more complex or the client may be less able to perform seif-care, but the self-care does not
change. "Thus for Orem, the power of agency for self-care is the real issue, not whether
it happens to reside in the patient or the nurse at any given time” (76). Stevens describes
action based models and uses Orem'’s theory as an example of such a theory. "When focus
is placed on selection among nursing acts, the curriculum is operational™ (151). Usually the
nurse agent is the person performing the action and the focus is on what the nurse does
whether it is cognitive, affective, or psychomotor behavior.

Fawcett (1984) writes an analysis of conceptual models of nursing and includes a
section about how a nurse can select a conceptual model. Fawcett suggests that the nurse
state his or her own philosophy because the values of the nurse will direct him or her in

selecting a conceptual model. Next, the nurse should analyze several models, using the
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following congciderations: the historical development of the theory; the author’s approach to
nursing knowledge; how person, environment, health, and nursing are defined and related
to each other; and what are the areas of concern for the model and the source of the
concems. Then, the nurse should evaluate the model, asking the following questions: Are
the model's assumptions explicit? Are the descriptions of person, environment, health, and
nursing complete and are they linked? Do all the parts of intemal structure fit together?
Does the model fit with social expectations or would social change be required? Does the
model lead to nursing actions that are socially significant?

Use of Conceptual Models

Bevis (1989) describes the value of a nursing theory in a curriculum. She defines
a nursing theory as "a meaningful way of looking at data” (99). She feels that nursing
theories "provide definitive content-organizing strategies for the curriculum” (99). Also, the
nursing theory helps the teachers and students identify the most important aspects of
nursing problems. |

Fawcett (1984) suggests that a model is useful when it improves understanding of
behavior more than would be possible by observing the behavior direcly without the model.
She wams, however, that it is difficult to compare models with each other except in a very
global way that considers the total impact of the models. Fawcett then uses the above
criteria to describe seven major nursing theorists, one of whom is Orem.

Fawcett evaluates Orem's Seilf-Care Model by declaring that it "contributes
significantly to nursing knowledge by providing an explicit and specific focus for nursing
actions which is different from that of other health care professions” (1984:199). She
comments that the "extensive and relatively unique vocabulary requires mastery for full
understanding of its content" (200). She points out that two of the theory’s strengths are the
idea of self-care for individuals along the health continuum, and the supportive-educative

nursing system. She concludes that the wide acceptance of the theory with its emphasis
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on the individual in different settings and in different age groups is testimony to its
usefuiness.

Stevens (1984:145) discusses nursing theory and nursing curricula and states that
nursing theory is the subject matter in a cumiculum that organizes and déslgns the
curriculum. She indicates that "whether faculty recognize it or not, a nursing cumriculum
conveys a theory (or theories) of nursing by virtue of the content selected for study.” If the
theory is not clearly stated and understood by the faculty, the student will be exposed to
each instructor’s personal ideas about nursing, some of which may be different or even
conflicting. Stevens suggests that students will ieam best if the faculty clearly understand
the theory base for the cumiculum and that the students wiil leam better if they are aware
of the framework around which the curriculum is built. She believes, "that the student in a
basic nursing program . . . leams best under a single theoretical model" (147). She asserts
that the cumrriculum is the mechanism by which the students leam the theoretical model and
suggests that the cumiculum be organized around the key principles elucidated in the
theory. If, as is commonly encountered, the various departments in a program are the
organizing principle, the student would move from fundamentals of nursing (skills-based),
to medical-surgical nursing (disease-based) to specialty areas such as psychiatry (behavior-
based), or matemal-child health (development-based). When this happens, the student
does not know whether nursing is a set of skills, or treatment of diseases, or facilitation of
normal development. Such a curriculum leaves the student with no unified understanding
about the meaning of "nursing,"” because s/he has been presented with a different view of
nursing in each block of study. Stevens concludes by exhorting faculties to identify and
teach the theoreticai model that forms the basis for their programs. "These structural
aspects of nursing theory provide the matrix that makes a given program a unified whole.

A theory-based nursing program makes the content available to the student and provides
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her with a structure in which she can continue to fit new information after her compietion of
the given program"” (159).
Criticism of Orem's SCDTN

Parse (1987) has coilected a summary of each of the major nursing theories, written
by the authors of the theories. A critique follows each theory. Orem's summary is very
much like the explanations in her books. The critique written by Smith, although somewhat
harsh, does offer interesting insights. Smith compares the theory to the medical mode! and
considers that it does comespond well with medicine. She suggests that this
correspondence "reaffirms nursing in its traditional role” (96). However, she does not clarify
whether the "traditional role” is subservience or cooperation. She indicates that the deficit
relationship leads to a focus on disorder. This may be a common misunderstanding, but
Orem (1991:73) clarifies the meaning of the term. Orem states, "Deficit thus stands for the
relationship between the actien that individuals should take (the action demanded) and the
action capabilities of individuals for self-care or dependent-care. Deficit in this context
should be interpreted as a relationship, not as a human disorder.” Smith is critical of the
language Orem chooses to use in explaining her theory. "There is a pattem of excessive
verbosity in describing the empirical and circularity obfuscating meaning. The effort to
explain the meaning of a term by adding more concrete terms only makes the obvious more
complex” (97). Smith (99) continues with this theme. "It is a further expectation of
definitions that the definition not include the term or part of the term to be defined. Yet self-
care is defined as the production of actions directed to self; ... This circularity limits
interpretation and substance. When the term is used to define itself, the term tums right
back on itself rather than being expanded in meaning.” Smith feels Orem's presuppositions
are stated very generally and lead the reader away from the central idea of the theory. Also
she considers that the basic concepts of Orem’s propositions are not sufficiently related.
Smith asserts that there are three elements of scientific beauty: simplicity, harmony, and
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brilliance. "Orem’s theory is not parsimonious, lacks symmetry, makes the simple compiex,

- and obfuscates clarity” (101). However, Orem’s theory is powerful in that it has found

acceptance in education, practice, and research. "Orem is indeed a pioneer and is highly
respected in nursing for her contributions. She has had the courage to make her ideas
public so that they could be critically evaluated in an effort to advance the science of
nursing” (104).
Application of Orem’s Theory

Parker (1990) edits a text that presents eight major nursing theories, summarized
by their originators. Each summary is followed by a chapter describing the nursing
application of the theory. Orem (47) introduces her theory by explaining that nurses know
that nursing is producing helpful results, but they need to be better able to tell others what
they do, why the do it, and they want to be better able to determine why their practice is
effective. "The nurses who ask such questions are thinking nurses.” They have knowledge
from nursing practice and human and medical sciences. Yet, "they do not have speculative
or theoretical knowledge of nursing.” A first step toward developing nursing sciences is to
focus on "nursing theories that will explicate a wide range of nursing practice situations. A
general theory of nursing is one that applies to all situations of practice and explains when
and why nursing is needed by individuals or families, what is involved in nursing, and what
results can be achieved through nursing” (48). Orem then continues with a description of
her Self-Care Deficit Theory of Nursing. While discussing her general theory of nursing, she
answers the criticism about her terminology by commenting, "Concepts and elements of a
theory are named by theory developers. The language used to describe theory may differ
from our everyday use of words" (50).

Taylor provides the practical applications of Orem's theory (Parker 1990). She
comments that nursing theory, "gives direction . . . [and] guides decision making and action

in nursing practice” (62). "The essential aspect of theory-based nursing is the development
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Ly the individual practitioner of a way of thinking about or viewing the world of nursing that
is based on an explicit theory or model” (63). In the following exampie, related by Taylor,
the nurse must decide if one or both of the ambulatory clients should be a legitimate
recipient of nursing care, and if so, what care should they receive.

The doctor has given Mr. Jones a new prescription for hypertension. The nurse will
assess the presence and nature of self-care deficits. Mr. Jones is independent in self-care.
He understands the effects of his new drug. He also understands and has been following
his diet and exercise routine. However, his biood pressure continues to be elevated.

Mr. Smith cares for his daily hygiene, but depends on his wife for all other areas of
self-care. He follows his diet and medication regime as long as his wife provides direction.
They are both satisfied with the routine they have worked out over the years. Mr. Smith's
blood pressure is under controi.

Mr. Jones may need some ongoing support to maintain his regime, but his difficulty
is primarily a medical problem. Mr. Smith has self-care limitations. He may need to assume
some responsibility for his own care. Atleast he should understand the care that has been
prescribed for him. If he is unwilling to leam and take some responsibility, the nurse may
want to work with Mrs. Smith to identify potential aitemate care systems in case she could
no longer care for him. The nurse who is concemed about the client's responses to his
iliness and his abilih; to care for himself, is the nurse who is offering legitimate nursing care

to the client.

Differentiation bet Nursi
and Medical Treatment

The nursing care, as referred to by Taylor (above), is independent nursing care.
Alfaro, (1990) clarifies this type of nursing by defining the nursing diagnosis and identifying
the type of problem treated independently by a nurse.

Nursing Diagnosis: An actual or potential heaith problem that focuses upon the
human response of an individual or group, and that nurses are responsible and
accountable for identifying and treating independently (66).
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A nursing diagnosis may be contrasted with a collaborative probiem that Alfaro defines as
An actual or potential health problem (complication) that focuses upon the
pathophysiologic response of the body (to trauma, disease, diagnostic studies, or
treatment modalities), and that nurses are responsible and accountable to identify
and treat in collaboration with the physician (66).

Alfaro also contrasts a nursing diagnosis or a collaborative problem with a medical

diagnosis that is defined as

A traumatic or disease condition that is validated by medical diagnostic studies, and
for which treatment focuses upon comecting or preventing pathology of specific
organs or body systems (requires treatment by a licensed physician) (67).

In 1983, Carpenito (1992:36) originated the model for nuréing care that identifies two
foci for nursing care that is fully or partially independent. These foci are independent care
based on nursing diagnoses and collaborative care, given in cooperation with other
disciplines, thatis based on "a collaborative problem.” Carpenito asserts that the difference
between nursing and other disciplines is that nursing has a greater depth and breadth of
focus than other the disciplines. She contends that this "possibly explains why past
attempts to substitute other disciplines for nursing have proved costly and ultimately
unsuccessful.” Greater breadth of responsibility results in the need to collaborate with other
disciplines to amrive at definitive diagnoses and treatment of client problems. Very often, the
nurse resolves collaborative problem with a doctor, but the collaborator may also be a
nutritionist, pharmacologist, or other health worker.

Carpenito suggests that the use of collaborative problems has refined the scope of
nursing practice. "Collaborative problems are certain physiologic complications that nurses
monitor to detect onset or changes in status” (38). In these situations, the nurse has the
primary responsibility for care, but if the problem goes beyond the nursing practice
parameters, the nurse calls a collaborator to assist in resolving the client's problem. The
important differentiation between these problems and nursing diagnoses is that nurses
monitor and manage these changes in status or complications of iiiness, whereas nurses

independently diagnose and treat client responses that result in nursing diagnoses. "Nurses
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manage coilaborative probiems [by] utilizing physician-prescribed and nursing prescribed
interventions to minimize the complications" (38). Carpenito explains that care measures
prescribed by nurses to be implemented by themselves or other nursing staff are regarded
as independent nursing tasks. Interventions prescribed by physicians for nursing staff to
implement are considered delegated nursing tasks.

An example of a collaborative problem might be the potential complication of
"hypovolemic shock following surgery” (Carpenito, 1992:954-55). The nurse monitors the
client's blood pressure, color and temperature of the skin, pulse rate, respiratory rate, level
of consciousness, and any signs of bleeding to determine whether post-operative shock is
beginning. If the blood pressure drops a little, the skin becomes cool and a little more pale,
the pulse and respirations are a little more rapid, but there are no overt signs of bleeding,
the nurse may invoke several nursing-ordered interventions to manage the problem: add
a warm blanket, ask the client to cough and take several deep breaths, assess the client for
pain, lower the head of the bed and elevate the client’s legs. If the clientis having pain and
relaxation techniques and repositioning do not resoive the discomfort, the nurse might utilize
a doctor’'s order and administer a pain medication. If the blood pressure drops a little more
the nurse calls the doctor to get a doctor’s order for an increase in intravenous fluids and
to alert the doctor that the client may be bleeding intemally. A continued drop in blood
pressure would result in the doctor being called to come to the bedside to make further
definitive assessments and to order more fluids, or take other measures to resolve the
problem that has now become primarily a medical problem.

Particularly in hospital situations, many client care interventions are delegated to
hurs&e by the physician. Alfaro (1990:110) lists these interventions as follows:

- Diet/activity restrictions
- Ehr?;t:?cy of recording of vital sign, or other special assessment (e.g., neuro

- Medications/intravenous fluids
- Treatments/diagnostic studies
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Alfaro also gives examples of specific nursing interventions to prevent or comect
potential complications that the physician orders. Exanipl& of such nursing interventions
include the following:

- Irigating a nasogastric tube or Foley catheter to prevent it from becoming blocked
by clots or sediment
- Maintaining suction for drainage tubes to facilitate drainage
- Administering anticoagulants to prevent thrombus formation
- Administering intravenous fluids to prevent dehydration or electrolyte imbalance
in Christensen and Kenney (1990:160), Risner summarizes the situation by
identifyir.g |
two dcmains in providing client care: (1) The nursing domain, which s independent
and related to judgments regarding the client’s health status and its effect on daily
living (nursing diagnosis) and (2) the blomedical domain, in which nurses have
collaborative responsibilities (using knowledge, experience, skills, and clinical
judgment) to monitor and assess the client's pathological condition or medical
diagnosis.
Physicians treat disease or trauma and write doctor’s orders to delegate specific client care
interventions to nurses.

In Christensen and Kenney (1990:15) Kenney states that nursing theories "provide
a broad framework to interrelate various aspects of the client’s complex health situation.”
They direct the collection, organization, and interpretation of data about the client and guide
the nursing diagnoses, plans, implementation, and evaluation of care. "They provide a
logical basis for explaining how nurses assist clients toward optimum health™ (18).

In discussing the collection of information for a nursing data base Steiger and Lipson
(1985:35) suggest using the term, "reason for contact” rather than the more common chief
complaint. They point out that asking, "What is the matter with you?" implies a medical
orientation and disease orientation. Whereas asking, "How can we help you?" is more
suggestive of a self-care orientation.

When the collection of data is completed, nursing diagnoses may be made.

However, in the area of wellness and prevention, "there is considerable controversy over
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what are acceptable diagnoses” (47). Steiger and Lipson suggest that such diagnoses be
converted into a health needs list. The nurse should write this list with the client, so that the
client is a partner cﬁetermining and resolving his or her heaith needs. However, there is a
problem in determining heaith needs. There is no universally accepted definition of health.
Steiger and Lipson suggest that health may be defined as the absence of disease, being
able to perform expected roles in society, being able to adjust to the environment, and being
a state of positive well-being or happiness. Steiger and Lipson also relate Dunn's ideas
about health. In 1959 Dunn coined the term, "high level weliness." He suggested that
normal health is balanced with minor ilinesses and good heaith; high level wellness is
compared with serious lliness; and peak wellness is contrasted with death. Nevertheless,
even with many seemingly acceptable models to follow, the controversy continues. Steiger
and Lipson maintain that no matter how the health professional defines health, the client
may have different ideas, and these will be the all-important factors in determining what the
client will do or not do to maintain or enhance his/her health. In any case, there are several
components that need to be considered in any program for self-care to maintain health:

Nutrition and elimination

Activity, rest, and exercise

Stress management

Spiritual and psychological well-being

Sexuality

Social support and self-help groups
Personal safety and environmental awareness (Steiger and Lipson, 1985:62).

In contrast to the components for a self-care program to enhance or maintain health,
the following are the categories of self-care behaviors in iliness: "prevention, detection, and
management” (79). These categories of behaviors are usually assessed in relation to
physical systems and psychological status. Steiger and Lipson (1235:86) list the following
areas of assessment: arthritis, cancer, and cardiac, gastrointestinal, hepatic, neurological,
renal, and respiratory disease. Again, they exhort the health care professional to create a

partnership with the client for devising the self-care plan. They give several case studies




describing self-care in disease, explain several teaching strategies, and fumish an in-depth
analysis of the components in a health-maintenance self-care program.

Steiger and Lipson (1985) conclude by commenting on the future of self-care. "Self-
care can be a powerful phiiosophiéal basis for nursing practice” (306). In both hospitals
and community facllities, self-care will soon become economically mandatory. "Nursing is
the backbone of community services such as outpatient departments and home health
agencies. A philosophy of self-care is essential in these settings; the goal of nursing should
be to help clients increase their ability to take care of themselves. . . . Self<care teaching
might be the greatest contribution that the nursing profession can make to the health of
society and to cost containment in health care” (307-08).

Hill and Smith (1985) look at self-care from a broader view. They review Orem's
Self-Care Deficit Theory of Nursing, and the self-care ideas of non-nurse experts. They
relate the history of the self-care movement. Before the eighteenth century, medical
services were not available to most people and "the self-care tide was in" (5). With the
advent of medical and nursing schools, doctors and nurses became available to take care
of the sick. People began to depend on health care providers to maintain their health. This
worked when communicable and infectious diseases were the most common causes of
iliness. The doctor could give the client a shot, and he was soon well. However, as people
began to live longer, diseases that are linked to life style, such as hypertension, ulcers, and
heart disease became more prevalent. Now, the "seif-care tide" is coming back in again.
Naisbitt (1984) refers to this megatrend as a move from giving the medical establishment
responsibility for one’s health to assuming personal responsibility for heaith. Hill and Smith
describe self-care nursing as a specific approach to clinical practice. The goal of this kind
of nursing is that the clients become able to perform their own self-care without or with only

minimal contact with health services.
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The literature related to nursing diagnosis and critical thinking provides a foundation
for integrating these concepts into the Long Beach City College ambulatory care clinical
experience. This review will first examine the place of vocational nursing in the field of
nursing, and the sequence of events related to entry-into-practice for registered nurses.
These events are important because the status of vocational nursing within the whole
nursing field influences the ‘evel of preparation of vocational nursing students. Then the
history of the development of the nursing process will be reviewed, along with a clarification
of the place of nursing diagnosis in the nursing process and the meaning of nursing
diagnosis to registered nursing. Next, there will be an explanation of the vocational nursing
scope of practice; how the nursing process is interpreted in the licensing examination for
vocational nurses; the connections between nursing diagnosis, analysis/synthesis, and
critical thinking; literature that supports nursing diagnosis for vocational nurses; and the
report of a telephone conversation with the staff of the Board of Vocational Nurse and
Psychiatric Technician Examiners. Then, the California Education Code requirement for
critical thinking will be explored. This section will conciude with a description of the work
done by the Long Beach City College Faculty in the area of critical thinking and nursing
diagnosis.

Vocational Nursing's Place in the Field of Nursi
and the Entry-into-Practice Controversy

Grippando and Mitchell (1989:65) discuss the acceptance of the practical/vocational

nurse when the criteria for this level of nurse were first published in 1947.

Ma(y individual professional nurses, however, appeared unable to accept the non-
professional person in the nursing situation. There were some who even spoke
disparagingly of the use of assistant personnel in caring for the sick. Some
professional nurses expressed sincere concern about the quality of patient care the
nonprofessional would be capable of giving, while other nurses were fearful of their
own future.




The first practical nursing school was founded in 1892, just twenty years after the
first professional nursing schools (Grippando and Mitchell 1989:63, 67). However, since the
mid 1960s, practical nursing's existence has been threatened by the registered nurses’
entry-into-practice controversy. In 1965 the American Nurses Assoclation (ANA) formally
introduced "American Nurse's Association’s First Position on Education for Nursing " ("ANA
First Position,” 1965). The ANA states, "Ever since its founding in 1896, the association has
made clear its responsibility for determining the scope of nursing practice and assuring the
public that those who practice nursing are competent” (106). In this position paper the ANA
mandates the following educational requirements:

minimum preparation for beginning professional nursing practice at the present time

should be baccalaureate degree education in nursing (107); ... minimum

preparation for beginning technical nursing practice at the present time should be
associate degree education in nursing (108); . . . education for assistants in the
health service occupations should be short preservice programs in vocational

education institutions rather than on-the-job training programs (108).

Ellis and Hartley comment that this paper, “virtually eliminated the 1-year practical
nurse program as it was currently known" (1992:95). The position paper was specific in
describing educational preparation, but did not define the competencies for the different
levels of nursing practice or the titles for the practitioners.

Segal (1985:43) justifies having a baccalaureate degree to enter the practice of
nursing.

Strict, consistent, educational requirements are considered necessary for several

reasons: They limit access to the field, weeding out the uncommitted and

unqualified; they ensure that aspirants receive the specialized knowledge they'll

need to work within the field; and they separate the professionals from workers in
related but nonprofessional fields.

For twenty years, the controversy continued among organized nursing's leaders, but
practical/vocational nursing education continued preparing beginning level nurses and
practical/vocational nurses continued to care for clients at the bedside.

In 1985 the ANA House of Delegates voted to reserve the title "registered nurse” for

the professional nurse and to use the title "associate nurse” to designate nurses in




assoclate degree programs ("ANA Delegates,” 1985:1016). During the ANA convention,
there was considerable jockeying for positions of strength by associate degree supporters
and practical nursing supporters, to be chosen as the bearers of the "assoclate nurse"” title.
Some delegates were concemed that instead of accomplishing their goal of having two )
levels of nursing, the LPNs would not accept the delegates’ decision and there would be
three levels of practice. The National Federation of Licensed Practical Nurses (NFLPN)
supported expansion of the licensed practical nurse curriculum so that practical nurses
could fill the role of associate nurse, but the resolution was referred to committee for further
recommendations ("ANA Delegates,” 1985).

In addition to education and titling, the issue of scope of practice is of great concem
for nursings's leadership (Eliis and Hartley, 1992). The scope of practice delineates the
legally sanctioned functions of licensed persons (Hamilton, 1992), and is determined by the
states in theirindividual practice acts. Only one state, North Dakota, has revised its practice
act to carry out the ANA mandate that registered nurses must have bachelor's degrees
("North Dakota,” 1987).

The National League for Nursing (NLN) is a nursing organization that is primarily
responsibie for educational standards and nursing school accreditation (Ellis and Hartley,
1992). In 1985 the NLN had aiso come out for two levels of practice. In February 1987, NLN
took a stand that LPN programs should be phased out. However, at the June 1989
convention, members of the Associate Degree Nursing (ADN), Diploma, and LPN postpone
Nursing Councils outvoted the Baccalaureate Council members and passed a resolution to
action on entry-into-practice, indefinitely ("League 'Postpones’ Action,” 1987). Atthe June
1989 convention, the majority of NLN members "made it clear that they wanted no part of
change in entry level” ("NLN Members Agree,” 1989:1082).

The American Nurses' Association Convention in June 1989, faced the entry-into-

practice issue in another guise. The association was attempting to adopt a new
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organizatioral structure and the issue of membership for "second-level practitioners”
emerged. Some members feit the argument was passé, ". . . differentiated practice is
evolving in the workplace." After extensive negotiations, the delegates resolved the
problem by agreeing to "shelve the whole debate” ("Delegates Remodel ANA," 1989:1228),
and thus dropped the entry-into-practice issue.

In October 1999, nursing leader, Margretta Styles, reported on a project to establish
a national board for nursing specialization that would grant national certification. She
suggested, "This could be a way of solving the entry-into-practice issue” (83). In June of
1991, the ANA "upheld the new policy” that requires a BSN for certification for generalist
nurses by 1988 ("ANA Members Say No,"” 1991:68).

In December of 1991, Chinn attempts to assess the present state of nursing and
predict its future for the year 2000. Chinn feels that although the entry-into-practice issue
was put aside by nursing leadership in 1989, it is still causing division among nurses. She
comments,

Our debates about entry-into-practice or defining "roles™ of various types of
practitioners, or our efforts to "simplify” nursing credentialing stem from what we
have been taught to value in terms of "status” in a hierarchal system of health care
that emphasizes individuality and serves primarily to divide us from one another—a
powerful tool to sustain oppressive relationships.

When we move toward recognizing the inherent value of our diversity and bring
together various perspectives, skills, and talents to meet the increasing and complex
needs of the people we serve, then we will begin to see ways in which we can work
effectively together as we move toward the next century. . . .One of the most self-
caring projects that we as nurses can take on is to finely tune skills in honoring
diversity and create peace in our interpersonal relationships; | believe this will be
fundamental to our future. (Chinn, 1991:254).

Organized nursing has gone through troubled and divisive times since the 1965
decision to make a baccalaureate degree a requirement for entry-into-practice. Although
there have been efforts to eliminate practical/vocational nursing, this level of nursing

practice continues to exist.
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History of the Nursing Process, the Place of
Nursing Di : 1
Meaning to Nursing

lyer. Taptich, and Bemocchi-Losey (1991) give Yura and Walsh credit for first
describing the four-step nursing process in 1967. The steps are assessment, planning,
implementation, and evaluation. In 1967, nurses did not clearly differentiate the
analyzing/diagnosis step from the assessment step. In 1973, the ANA adopted the five-step
nursing process, adding the analyzing/diagnosis step. Since 1975 most states have revised
their registered nursing practice acts to reflect this change (Christensen and Kenney, 1990).
Aspinall and Tanner (1981:5) evaluate the diagnostic phase of the nursing process by
describing it as, "the most complex, and, at the same time, the most critical component of
the entire nursing process. The planning and subsequent interventions will be successful
only to the extent that the data base and nursing diagnoses are accurate and complete.”
However, even though this step is the keystone of the nursing process, Ellis and Hartley
(1992:101) report, "the process of making nursing diagnoses and developing nursing care
plans has been included in the scope of practice of the professional nurse only.”

Tartaglia (1985:34) ‘explains the importance of nursing diagnosis: “the nursing
diagnosis actually defines the practice of nursing. At a time when we nurses are fighting
to keep our jobs, the use of nursing diagnosis defines what it is that we do...and
demonstrates convincingly how what we do is distinct from what doctors and other health
care professionals do." He goes on to say that nursing diagnosis saves time because it
improves communication among the nursing staff. When all the nurses use the same
terminology, they will know exactly what each client's problems are and how the probiems
are to be resolved.

A few —onths later, Segal asks, "Is Nursing a Profession?" and answers her own
question, "NO" (1985:42). As supporter of the baccalaureate degree as a requirement for
entry into the practice of nursing, she is expressing the need for nursing to be considered
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a profession. Segal, a lawyer, explains that the courts use different standards to judge
doctors and nurses, primarily because medicine is a profession, and nursing is not
considered to be a profession. She quotes from the court's opinion, "A [registered] nurse,
although trained and skilled, is not réquired to exercise independent judgment on life and
death matters. Her primary function is to observe and record. By the very nature of her
occupation, a nurse is prohibited from exercising independent judgment." Segal asserts,
“Although that conclusion was inaccurate 20 years ago, that's how most courts stil! look at
the Issue." Another court decision declared, "For a nurse to interpret signs and symptoms
and make Independent judgments is to go beyond the very nature of her profession,” and
Segal maintains, “most courts today [1985) would reach the same conclusion.”

A year later, in 1986, Dolan approaches the issue from another direction and
declares that nurses should make "medical diagnoses,” as contrasted with nursing
diagnoses. She says, "Lets face it. Nurses diagnose. They have to in order to carry out
their duties.” She Insists that only in situations where nurses “must be officially recognized
as making diagncses do we run into opposition” (50). She then explains, "We're living in
times when everyone in the heaith care system is going to have to define and prove his
value. Otherwise, that person goes...and Is replaced by cheaper help. Diagnosis Is valued.
Now Is the time to make sure it's defined as part of our profession” (50).

The question may be asked, “What s a nursing diagnosis?" There have been many
working definitions of this concept. However, in 1990, the North American Nursing
Diagnosis Association (NANDA) approved a formal, two-sentence definition of nursing
diagnosis: "A nursing diagnosis is a clinlcal judgment abouf individual, family, or community
responses to actual or potential health problems/life processes. Nursing diagnoses provide
the basis for selection of nursing interventions to achieve outcomes for which the nurse is

accountable” (Carroll-Johnson, 1990:50).
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The ANA has recognized the North American Nursing Diagnosis Association as the
official body to develop and approve nursing diagnoses (Lang and Gebbie, 1990:12). The
ANA Board of Directors adopted the following policies in 1986:

The professional association is committed to the development of a single

comprehensive system for classifying nursing practice, [nursing diagnoses] . . . This

uniform classification system for nursing will be designed for use in all nursing
practice situations. . . . The professional association will promote the consistent use
of the classification system in nursing education . . . [and] will encourage and

actively work toward an intemational classification system of nursing practice (13).

NANDA is collaborating with ANA and has submitted a taxonomy of nursing
diagnoses to the World Health Organization. The taxonomy wili be considered for possible
inclusion in the next revision of the Intemational Classification of Diseases. Saba (1990:87,
88) says, "Today it is almost impossible to discuss nursing information systems without
including nursing diagnosis. . . . The NANDA Classification of Nursing Diagnoses scheme
is here to stay. It is being used by practicing nurses to document care in a standardized,
uniform manner, as well as being incorporated in the newer nursing information systems."

NANDA (1921) states on their membership card, "Nursing diagnosis gives all nurses
a common language to communicate the uniqueness of the work that we do." NANDA does
not specify that only professional nurses can use the common language of nursing, but
instead indicates that it is for all nurses. Harrington (1988:93) echoes this idea and says,
"nursing diagnosis [is] a defining characteristic of nursing practice. . . . The use of a common
langiage is directly reiated to how effective communication is. For nurses to work well
within and across health care settings and geographical boundaries, we have to agree on
a consistent nomenciature.” Pinkley (1991:26) also repeats this concept when she states,
“Diagnostic language and taxonomy are tools for precise, public representation of nursing
knowledge. . . . Language defines the concepts of importance; taxonomy describes the
relationships.” Whitley and Dillon (1988:234) reiterate the same idea, "As nurses and

students speak 'the language of nursing diagnosis,’ they do so because they have leamed
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to think ‘nursing diagnosis’ and it becomes increasingly difficult to remember what nursing
was like without it and to communicate with those who do not use it.”

The place of diagnosis in nursing is one of great importance, and one that creates
many widely varying responses. There are economic, emotional, and professional aspects
of the diagnostic role of nurses that need to be resolved. It is not surprising that this issue
has also affected practical/vocational nursing.

The Vocational Nursing Scope of Practice, The
Taxonomy of Educational Objectives.
| Nursing Di >

The California Vocational Nursing Practice Act (BVNPTE, 1987:94,95) specifies that
vocational nursing "is the performance of services requiring those technical, manual skills
acquired by means of a course in an accredited school of vocational nursing, or its
equivalent, practiced under the direction of a licensed physician, or registered professional
nurse” (§2859). Under this same section, the practice act specifies that vocational nurses
may, after approved instruction, "administer medications by hypodermic injection,”
"withdraw blood,” and "start and superimpose intravenous fluids” (§2860.5 (a), (b), (c)). In
a similar manner, the vocational nurse may perform various "skin tests” and "immunization
techniques” (§2860.7 (a) (1), (2)). Under "Scope of Examinations" the vocational nursing
practice act prescribes the practical nursing examination, administered by the National
Council (NCLEX-PN) as the examination for licensure (§ 2510). The Board of Vocational Nurse
and Psychiatric Technician Examiners (BVNPTE) specifies, by board policy, alist of forty-six
bedside nursing skills that are to be taught in nursing programs. However, beyond these
regulations and policies, there are no specific regulations that are designated as the "scope
of practice.”

In this "scope of practice,” the key words are "performance of services requiring
those technical, manual skills." The law says that vocational nurses are to perform

technical, manual skills, and that is all that it says. However, the skills are to be acquired
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in an accredited school, and the cumriculum, mandated for the schools, requires more than
manual skills training. Section 2533 of the Vocational Nursing Practice Act (BVNPTE,
1987.127) states, "The basic curriculum shall be designed to develop knowledge and skills
necessary to provide care for patients of all ages, and shall include (1) Anatomy and
physiology, (2) Nutrition, (3) Psychology, (4) Nommal growth and development, (5)
Reproductive processes, (6) Nursing fundamentals, (7) Medical-surgical nursing care of
patients with major health problems, and (8) Pharmacology.” The purpose of the required
basic curriculum is to develop knowledge, as well as skills. Ail these subjects, éxcept
nursing fundamentals and medical-surgical nursing, primarily involve the acquisition of
knowiedge.

According to the Taxonomy of Educational Objectives (Bloom et al., 1856:201, 204),
the "Cognitive Domain” includes several levels of "Knowledge" and several kinds of
"Intellectual Abilities and Skills.” Intellectual skills are used to implement action related to
knowledge. Comprehension, Application, Analysis, Synthesis, and Evaluation are
sub-categories under Intellectual Abilities and Skills. The foliowing outline lists the major
headings (1956:201-07).

KNOWLEDGE
1.00 Knowiedge

INTELLECTUAL ABILITIES AND SKILLS
2.00 Comprehension
3.00 Application
4.00 Analysis
5.00 Synthesis
6.00 Evaluation

Bloom et al. (1956:30) write a section in the Taxonomy of Educational QObjectives
titled, "The nature of abilities and sklls.”

Although information or knowledge is recognized as an important outcome of

education, very few teachers would be satisfied to regard this as the primary or the

sole outcome of instruction. What is needed is some evidence that the students can
do something with their knowledge, . ... This has been labeled “critical thinking”
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by some, “refiective thinking" by Dewey and others, and "problem solving™ by still
others. In the taxonomy we have used the term "intellectual abilities and skills."

Nursing fundamentais and medical-surgical nursing are parts of the vocational
nursing curriculum that require clinical experience; the Califomia Vocational Nursing
Practice Act requires 954 clinical practice hours during the program (BVNPTE, §2532 (b)).
During these hours students must use the knowledge they have gained, to give client care.
Therefore, the curriculum would require cognitive student behaviors related to intellectual
abilities and skills, as well as knowledge.

Whife describing the taxonomy Bloom and his colleagues say,

This taxonomy is designed to be a classification of the student behaviors which

represent the intended outcomes of the educational process. It is assumed that

essentially the same classes of behavior may be observed in the usual range of
subject-matter content, at different levels of education (elementary, high school,
college) and in different schools. Thus, a single set of classifications should be

applicable in all these instances (12).

If itis true, as Bloom et al. have stated that the "same classes of behavior” may be observed
from elementary to college level education, then it is appropriate to assume that all the
intellectual abilities and skills: comprehension, application, analysis, synthesis, and
evaluation, may and should be observed in the students who are being educated in the
vocational nursing curriculum.

In an article for Psychology Today (Chance, 1987:46) Bloom talks about students
who could not solve problems, "If we do not teach higher-level skills such as problem
solving, we cannot reasonably expect students to master them." While commenting about
displaced workers Bloom says, "We need large numbers of people with high-level skills who
like to learn,” and want to retum to school for retraining. Practical/vocational nurses wiil
need to spend much of their working lives solving client care problems at the bedside, and
many will wish to continue their education.

Another way to approach scope of practice is to consider lists of competencies that
have been approved for nursing students. Hamilton (1992:58) explains that “there are two
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recognized, clearly identified sets of compeiencies, one for registered nurses and one for
practical nurses. There are two licensing examinations that measure those competencies:
NCLEX-RN and NCLEX-PN." The National Council of State Boards of Nursing (National
Council or NCSBN) prepares the Licensing Examination for registered and <<<MARK>>>
practical/vocational nurses. The states then use this instrument as a licensing examination
(NCSBN, 1989).

In the 1960s nursing embraced the four-step nursing process described by Yura and
Walsh: “assessment, planning, implementation, and evaluation" (lyer, Taptich, and
Bemocchi-Losey, 1991:12). “In 1973 the American Nurses' Association in the ‘Standards
of Nursing Practice’ accepted the five-step nursing process: assessment, diagnosis,
planning, implementation, evaluation” (Christensen and Kenney, 1990:6). Inthe NCLEX-PN
Test Pian for the National Councll Licensure Examination for Practical Nurses the National
Council states that the state board examination for practical/vocational nursing is based on
the nursing process. "The phases of the nursing process are grouped under the broad
categories of collecting data [assessment], planning, implementing, and evaluating nursing
care. . .. the percentages of questions representing the various phases of the nursing
process are as follows: 1) collecting data - 30%; 2) planning - 20%; 3) implementing - 30%;
4) evaluating - 20%." (1989:3). Analysis/diagnosis is omitted. Although the National

“Council does state that the vocational nurse "participates in the formulation of nursing

diagnoses™ (3) under the area of data collection, the licensing examination for
practical/vocational nursing competency only includes questions related to the narrow
definition of the nursing process used in the 1960s, rather than the broader definition that
has been accepted by nursing since 1973. The steps of the nursing process are compared
in Table 4 on page 63.
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Table 4

Steps of the Nursing Process

4967 . 4878 - .. - 7 4089 o
Yura and Walsh - ANA Standards of Practice - ‘NCLEX-PN Test Pla
1. Assessment 1. Assessment 1. Data collection (Assessment)
2. Planning 2. Diagnosis [or Analysis] 2. Planning
3. Implementation 3. Planning 3. implementation
4. Evaluation 4. Implementation 4. Evaluation

5. Evaluation

Amett (1990) writes about the process of categorizing questions according to the
NCLEX-PN test plan. She states that the National Council chose the five-part test plan for
registered nurses and the four-part test plan for practical nurses because they feel that the
practical nurse does not analyze. She expresses her evaluation of this situation:

When evaluating the new L.P.NJLV.N. test plan, some of the component parts of

analysis have been added to data collection. This author believes and data from the

job analysis study supports that LP.N/L.V.N.s do some analysis. . . . The initial
phase of the Nursing Process is assessment. The National Council has chosen to
call it “data coliection” for the L.P.N/L.V.N test plan. . . . The second phase, called
analysis, is the one in which the patient's needs, problems, and nursing diagnoses
are identified. Analysis, as a step of the Nursing Process has been left out for the

L.P.N/LV.N. on the Test Plan. . . . items relating to analysis can be found under

“data collecting." This indicates some analysis can appear on the exam but be

classified as data collection (assessment). ... To some degree, the L.P.N/LV.N.

determines the needs and problems and contributes or assists the R.N. in
determining nursing diagnoses.

Amett has identified a mode of thinking by National Council officials that is not
congruent with the assumptions used by Bloom et al. Bloom and his colleagues feit that all
the intellectual abilities and skills (including analysis) are used by all educational levels from
elementary school through college. The National Council has deemed analysis and
synthesis to be the prerogative of the professional nurse, and has therefore omitted this part
of the nursing process from the state board examination for practical/vocational students.

Of even more concem, nursing educators recognize the NCLEX-PN as the standard for
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competencies to be taught to practical nurses (Hamilton, 1992:58). Therefore, the NCLEX-
PN has a powerful influence on the content taught in practical/vocational nursing schools.

Kenney defines the diagnosis step of the nursing process as involving “two phases:
analysis/synthesis and diagnostic statements” (Christensen and Kenney, 1990.7). Risner,
the author of a chapter in Christensen and Kenney, titles her chapter, "Diagnosis: Analysis
and Synthesis of Data" (1990:132). She explains, "The analysis and synthesis process is
evaluating, intempreting, and giving meaning to the collected data. It is the phase in which
conclusions are made regarding the client's health status . . . * Risner defines analysis and
synthesis.

Analysis is the separation of material into constituent parts, the critical examination

that defines essential features and their relations. In the nursing diagnostic process,

analysis is the categorization of data and the identification of data gaps.

Synthesis is the combination of the parts or elements into a single entity. . . . Inthe

nursing diagnostic process, synthesis is the detemmination of pattems; the

application of standards, norms, theories, and models; the identification of strengths

and healih concems; and the delineation of relationships unique to the client (133).
The resuit of the nursing diagnostic process is a nursing diagnosis. Therefore, Risner must
require both analysis and synthesis to make a nursing diagnosis.

Risner comments, "Nursing is not the only profession to diagnose. Workers in other
professions and trades such as auto mechanics, social workers, and physicians make
diagnoses” (133). However, she goes on to say, "The diagnostic proces 3 is the professional
nurse's responsibility" (133), presumably excluding nurses not usually considered
"professional”; i.e., technical nurses and practical nurses.

Wilkinson (1991:7) describes the steps of the nursing process as being sequential.
She says, "each step depends upon satisfactory completion of the preceding steps.” She
admits that in an emergency each step may not always be completed before the next step
is taken. However, she explains that when the emergency is over, the nurse retums to a

more thorough collection and analysis of data. Kenney reiterates the same concept when

she describes the components of the nursing process as being “interactive and sequential”
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(Christensen and Kenney, 1890:7). If Wilkinson and Kenney are correct in saying that the
steps of the nursing process are interactive and sequential, then omitting one of the steps
could change the entire prcess.

In 1985, the ANA House of Delegates established a task force to determine the
scope of practice for both the professional and the technical levels of nursing. In 1986, the
task force reported that it had determined, "nursing has but one scope of practice” (qtd. in
Hamilton, 1992:58). The task force identified the components of the scope of practice and
concluded that ihere were differences between professional and technical nursing practice.
However, the task force did not identify the differences. This finding, that nursing has one
scope of practice, is at odds with the National Council decision to omit nursing diagnosis,
and base the LPN/LVN state board examination on the four-step nursing process.

A number of resources support the inclusion of nursing diagnosis in the educational
program for practical/vocational nurses. The NCLEX-PN Test Plan (NCSBN, 1989:3), under
the description of data collection, says, "Participates in the formulation of nursing
diagnoses.” In the executive summary for a stidy of VN cumiculum and employer
requirements, Zylinski (1990:1, 2) asserts that a vocational nursing curriculum for the 90s
should "define the role of the vocational nurse in terms of the nursing process,” and lists as
a requirement for a model curriculum, a "working knowledge of North American Nursing
Diagnosis Association (NANDA) nursing diagnoses.”

The Council of Practical Nursing Programs of the National League for Nursing, has
distributed a bookiet titled, Entry-Level Competencies of Graduates of Educational
Programs in Practical Nursing (1989:2). In this booklet, under "planning,” is the following
competency: "Contributes to the development of nursing care plans utilizing established

nursing diagnoses for clients with common, well-defined health problems.”

The National Federation of Licensed Practical Nurses (NFLPN) has published a
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last revised this standard in 1987. The booklet states, "The planning of nursing
includes: . . . an analysis of the information gained from assessment” (8).

NLN's Nursing Datasource 1990 casts another light on this question. "Govemment
estimates indicate that approximately 608,000 LPN/LVNs are cumrently in the supply [of
health care workers], and by the tum of the century the figure will grow to 756,000, . . . for
many students, practical/vocational nursing is simply a steppingstone toward registered
professional nursing, . . . over 41 percent of recent associate degree (AD) graduates
previously held practical/vocational nursing licenses, . . . [and LPN/LVN] graduates are often
the sole health care provider in some of the miore rural areas” (3, 4). For those students
who will climb the career ladder and become registered nurses, the standard, five-step
nursing process, as the foundation for their nursing education is essential.

Benner writes a highly acclaimed analysis of the transition process, "Froin Novice
to Expert” (1962). Benner observes that this progression consists of a series of skili
acquisitions based on experience in solving clinical problems. She describes this
progression as moving from reliance on abstract principles to experiential models and
moving from seeing a situation as parts to seeing the situation as a whole with only certain
significant parts. Benner's view may be contrasted with that of the National Council. The
National Council believes the novice uses knowledge with only the intellectual skills of
comprehension and application; the expert uses knowledge with all the intellectual skills,
comprehension, application, analysis, synthesis, and evaluation, to solve nursing problems.

in April 1992, an interview was conducted with the BVNPTE nursing consultant, Ms.
Cheryl Anderson. The consultant was asked to determine the level of importance for each
of the items on a list of nursing skills leamed in an ambulatory care facility. The question
that raised concem referred to students leaming to make a baseline assessment. The

question asked whether it was "essential,” "supplementary,” or "unnecessary” to "Select the
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significant observations out of a baseline assessment.” "Supplementary,” was the nursing
consultant’s answer to this question.

During the interview this answer was questioned. The consultant's response was,
"It is not the role of the vocational nurse to determine which observations are significant.
S/he should report all of the observations to the registered nurse.* On review of the data
from the interview, a concem arose that there might have been a misunderstanding. A
letter was written to Anderson, asking for conformation of her response, and a verification
that her response is congruent with BVNPTE policy. Also, a confirmation was requested for
the statement that analysis, synthesis, and critical thinking are beyond the scope of practice
for a California Licensed Vocational Nurse.

On June 2, 1992, Ms. Billie Haynes, Executive Officer of the BVNPTE initiate:d a
conference call to this writer. The other speakers involved in the call were the Supervising
Consultant, Ms. Teresa Bello-Jones and four of the Board's nursing consultants: ivis. Cheryl
Anderson, Ms. Barbara Jackson, Ms. Ann Schuman, and Ms. Gloria Smith-Nelson. Haynes
stated that the purpose of her call was to provide clarification for the questions asked atout
the vocational nursing scope of practice and nursing diagnosis.

The essential elements of the conference call are summarized as follows:

1. The purpose of the vocational nursing practice act is to establish minimum
acceptable levels of competence that will protect the health and safety of
Califomia citizens.

2. The BVNPTE must always assume a regulatory perspective; the BVNPTE cannot
require more than the minimum standards.

3. The requirements set for schools of vocational nursing are minimum
requirements and should not be construed as limits for educational innovation
and creativity.

4. The BVNPTE can and does encourage schools 1o go beyond the minimum
requirements. '

5. The Califomia Vocational nursing scope of practice is found in Section 2859 on
page 94 of the Vocational Nursing Practice Act, 1987. *The practice of
vocational nursing within the meaning of this chapter is the performance of
services requiring those technical, manual skills acquired by means of a course
in an accredited school of vocational nursing, or its equivalent, practiced under
the direction of a licensed physician or registered professional nurse.”
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6. The BVNPTE must interpret the law as it stands; If the Board attempts to set
standards above the minimum requirements it would be discriminating against
students or schools that can only reach minimum standards.

7. Regulations in Califomia’s education code require Califomia community colleges
to include coursework requiring critical thinking in all associate degree credit
courses. (The author contributed this comment.)

8. The National Council's determination that analysis and synthesis, and thus
making nursing diagnoses, are the exclusive prerogative of the registered rurse
constrains the BVNPTE in its interpretation of vocational nursing's scope: of
practice.

9. Tne BVNPTE considers analysis and synthesis to be beyond the scope of
practice for California vocational nurses.

10. Analysis and synthesis are a part of critical thinking and thus critical thinking is
beyond the scope of practice for California vocational nurses. .

11. Any health care worker, even nurse aides, and certainly vocational nurses, do
critical thinking but the BVNPTE cannot use those words to describe the thought
processes required of vocational nurses.

12. ltis essential that students be taught in such a way that they do not inadvertently
go beyond the scope of practice for vocational nurses.

13. Califomia law permits vocational nurses to practice in nursing homes with ninety-
nine beds or less, without a registered nurse being on the premises; therefore,
these nurses are responsible for giving all the nursing care to their clients.

At the end of the call each participant confirmed that consensus was reached and

the group had correctly identified the facts, probiems, and contradictions.

In summary, the Califomia vocational nursing "scope of practice” defines vocational
nursing as the performance of services requiring technical, manual skills acquired in a
school that teaches nursing knowledge and clinical application skills. In The Taxonomy of
Educational Objectives, Bloom and his colleagues (1956) state that analysis and synthesis
are a part of the broad classification of intellectual abilities and skills. These abilities and
skills should be taught and practiced from elementary school through college. Nursing
diagnasis is a classifying system that gives all nurses a common language. Nursing
diagnosis is an essential, sequential part of the nursing process. Deriving a nursing
diagnosis demands the use of the intellectual skills, analysis and synthesis. The National
Council and the ANA consider analysis and synthesis, in the form of nursing diagnaosis to be
the prerogative of the professional nurse and omit these modes of thinking from the state
board examination for practical/vocational nurses. The requirements of the vocational

nursing scop< of practice and the National Councll restrictions on analysis and synthesis
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are not congruent. Vocational nurses are expected to care for clients without the registered
nurse on the premises, and yet they are not educated to use the intellectual skills of analysis
and synthesis. The competencies required for a vocational nurse are prescribed differently
by the many organizations related to nursing: professional nursing organizations, and
agencies responsible for regulation of vocational nursing licensing, testing for licensure,
education, practice, and health care.

Critical Thinking

Critical thinking is a major element in the educational reform that became law in
November of 1988 (Glock, 1992). The regulations are found in the Califomia Education
Code, Title V:

Chapter 6, Cumiculum and Instruction; Subchapter 1, Programs, Courses and
Classes; Article l, Program, Course and Class Classification and Standards; Section
55002, Standards and Criteria for Courses and classes:

(a) Associate Degree Credit Course. An associate deJree credit course is a course
which has been designated as appropriate to the associate degree in
accordance with the req.lirements of section 55805.5, and which has been
recommended by the collr.ge and/or district curmriculum committee and approved
by the district goveming '>oard as a coliegiate course meeting the naeds of the
students eligible for admission.

(2) Standards for Approval. The coliege and/or district cumriculum committee shall
recommend approval of the course on the basis of the following standards:

(F) Difficulty. The coursework cat!s for critical thinking and the understanding
and application of concepts determined by the curriculum committee to be at

college leve! (1992).

Glock (1987), a specialist in curriculum and instruction from the Chancellor’s Office
of the California Community Colieges, writes an analysis and explanation of the new Title
V requirements. All college courses, acceptable for associate degree credit, must be
"coliege level" courses. To meet the "college level” requirement, associate degree courses
must demand critical thinking of the students.

Glock explains that the term "critical thinking,” has acquired a broader meaning in
the context of educational reform.

"Critical” . . . seems to mean "crucial” or "essential” so that 'critical thinking skills'

comes not to mean the "thinking skilis used to critically evaluate something, but the
"thinking skills that are critical to the accomplishment of something.” . . . Thinking’
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has been similarly extended coming to cover not only verbal thinking, but also
visualization, intuition, and action itself. 'Skills,’ finally, has also broadened to
include not only the skills per se, but also the disposition to use these skilis™. . .
Thus when the public demands improvement in "critical thinking skills® it is
demanding not only, or even primarily, training in logic, but rather training in those
skills of visualization and verbalization critical for success in most endeavor—as well
as cultivation of the disposition to use these skilis" (7).

Glock proposes the following broad definition of critical thinking skills:

Critical thinking skills® are (a} those diverse cognitive processes and assoclated
attitudes, (b) critical to intelligent action, (c) in diverse situations and fields, (d) that

can be improved by instruction or conscious effort (9).

She explains each one of the phrases in her definition, but her comments about
diverse situations and fields are particularly related to the LVN to RN career ladder.

These skills are useful in diverse situations and fields in that they are equally

fundamental to most fields of endeavor. Once leamed in one environment, and

under the right conditions, they can be transferred into another. They will not, of
course be sufficient for success in the new domain, since specific knowledge of the
domain in question is always necessary as well. Instead, in the new environment,
they will be applied on a trial and eror basis, serving at first only to speed up the
leaming process in the new domain. Thus if effectively transferred, critical thinking
skills substantially decrease the amount of time necessary to become proficient in

a new field or endeavor, hence their "generic"—or better—their "generative™ quality

(10).

Glock asserts that ‘t is not the intent of these changes in the education code simply
to screen out the students who lack the ability to think critically. Instead, it is the intent of
the law that these students shouid learn to think critically.

Strategies for teaching nursing are shared by de Tomyay and Thompson (1987).
These authors state, "Development of a nursing care plan is believed to help students
become more effective decision makers when applying knowledge to the clinical
situation. . . . clinical decision makingls a skill that can be leamed; effective decision making
is enhanced through education and opportunities for practice™ (165).

Fayram (Christensen and Kenney, 1990) discusses the skilis needed to Implement
a nursing care plan. She itemizes three types of skills: intellectual, interpersona’, and
technical. She characterizes the intellectuai skills as requiring the ability ic reason and

understand. The nurse uses these skills to evaluate the current plan and needs these skills
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to determine how to impiement the plan. The nurse must also assess the client’s ability to
reason and understand before implementing a teaching/leaming plan. The nurse uses
interpersonal skills in communicating with the client and his/her family. Technical skills are
invoked during the performance of nursing care procedures, so that they may be done
safely and efficienly. Fayram explains that *Technical skills cannot be separated from
inteliectual and interpersonal skilis” (213). Knowledge-based intellectual skills include
knowing the steps of the procedure in their proper sequence, the expected outcomes, and
compiications. The nurse uses decision-making intellectual skills to determine procedural
modifications to ensure the client's personal comfort and safety. The nurse uses
interpersona! skills to explain the procedure to the client and gain his’her assent and
cooperation.

The NCLEX-PN Test Plan (NCSBN, 1989:3) suggests that the "entry-level practical
nurse acts . . . in a rore independent role when participating in the data collecting and
implementing phases of the nursing process.” The NANDA definition of a nursing diagnosis
expresses an action orientation that gives direction to nursing practice: "Nursing diagnoses
provide the basis for selection of nursing interventions to achieve outcomes for which the
nurse is accountable” (Camroll-Johnson, 1990:50). Pinkley (1991:26) states, “Nursing
diagnoses are described by definition as the basis for selection of interventions to achieve
health outcomes.” The vocational nurse who does not have a working knowiedge of nursing
diagnoses that are the basis for selection of interventions to achieve health outcomes may
have a difficuit time independently implementing those nussing care interventions.

The Colorado Council on Nursing Education and the Colorado Trust have developed
the 1990 Colorado Nursing Articulation Model. This model permits nurses to progress from
LPN to associate degree RN and allows associate degree or diploma RNs to advance to the

BSN without testing. Through voluntary cooperation and agreement, all thirty public and
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private nursing schools in Colorado developed this model. The competency statements for

nursing roles include the foliowing statements.

The scope of nursing practice today includes many roies and requires
various levels of educational preparation.

The practice of nursing uses the process of assessment, analysis, planning,
implementation and evaluation. The process requires the integration of cognitive,
affective, and psychomotor skills. Practitioners with an extensive knowiedge base
will have the ability to assess and analyze information, make judgments and assume
responsibility at the more advanced level. Conversely, practitioners with a less
extensive knowledge base will assess and analyze information, make judgments
and assume responsibility at a more basic level.

The following outline quotes activities of the LPN in the second and third steps of the

nursing process from the Colorado Nursing Articulation Model, under the "Provider Role."

Analysis  Identifies from the data base common needs and problems and assists in
formulating short and long term goals with the client, patient, or family.

Planning  Assists in development of individualized nursing care plans with the client,
patient, family and other health care providers utilizing the data base (12).

Wilkinson (1991) writes a nursing process text with a critical thinking approach. She
declares that, "A truly educated person is able to use critical thinking to do something with
the information she has acquired . . . Because of the nature of their discipline and the nature
of their work, nurses must be educated people—critical thirkers” (27). Wilkinson asserts
that the application of knowledge of general principles to a specific client is a critical thinking
skill. She identifies the relationship between critical thinking and each step of the nursing
process. For the assessment step she states that the ability to "distinguish relevant from
irrelevant information is a fundamental skill of critical thinking, upon which the other critical
thinking skills . . . are built" (28). For the diagnosis step Wilkinson says, "Finding pattems
and reiationships and making sound inferences is an important critical thinking skill; it is the
main skill used in making nursing diagnoses” (29). Table 5 on page 73 has been adapted
from Wilkinson (1991:29).
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Table 5
Critical Thinking Throughout the Nursing Process

Nursing Process _Critical Thinking Skills -

ASSESSMENT Observing
Distinguishing relevant from irelevant data
Distinguishing important from unimportant data
Checking data to make sure it is accurate
Organizing data, usually according to a nursing theory

Categorizing data
DIAGNOSIS Finding pattems and relationships, "putting the puzzle together”
Making inferences, assigning meaning to data
Stating the problem
Suspending judgment when data is insufficient
PLANNING Generalizing

Transferring knowledge from one situation to another
Developing goals to measure the effects of treatment
Stating interventions that are assumed to be effective

IMPLEMENTATION  Applying knowledge
Trying the interventions

EVALUATION Deciding if assumptions about the interventions are comrect
Evaluating the accomplishment of goals '

Gross, Takazawa, and Rose, from the University of Hawaii, researched the impact
of nursing education on student's critical thinking abilities as measured by the Watson-
Glaser Critical Thinking Appraisal. The study showed that nursing education is effective in
improving critical thinking skills. One of the assumptions made in relation to this study is
that, "the nursing process is an analytical process defined in the established steps of
problem solving which are aspects of critical thinking. . . . Leaming experiences throughout
the nursing curriculum are designed to help students develop critical thinking skills in
carrying out the nursing process” (1987:317).
| Gross, Takazawa, and Rose suggest that critical thinking may be closely associated
with probiem solving. Yinger (1980) proposes that all complex thinking combines creative
and critical aspects. The proportions of each kind of thought may vary with the situation and
with the individual. The production of ideas is the result of creative thinking while the
evaluation of the ideas is the result of critical thinking. Berger (1984) discusses thinking
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processes related to nursing. Burger says that there is little doubt that the behaviors that
comprise critical thinking are the crux of nursing diagnosis and thus the nursing process.
Orem (1985:25) states, "Nurses must be able to think nursing as well as perform the
operations of nursing practice. Nurses who do not develop the ability to think within a
nursing frame of reference may tend to be task-oriented, viewing persons who require
nursing as objects on which work operations are performed.”

Carpenito, (1992) comments that one of the ways the term nursing diagnosis is
being used is in the "context of problem identification (critical thinking)” (6).

Paul (1990) writes extensively about critical thinking and founded the Center for
Critical Thinking and Moral Critique at Sonoma State University in Califomia. Paul analyzes
Bloom’s Taxonomy of Educational Objectives and criticizes parts of it. However, he also
makes several comments that relate critical thinking to concepts found in the Taxonomy,
that are relevant to nursing education.

A generation of teachers have now come of age not only famitiar with and
acceptant of the gencral categories of the Taxonomy, but aisc persuaded that the
Taxonomy'’s identified higher-order skills of analysis, synthesis, and evaiuation are
essential to education at all leveis (423).

"Knowledge" [in Bloom et al.] is analyzed in such a restricted way and the
relationship of the categories is assumed to be hierarchical in only one direction.
For instance, according to Bloom’s Taxonomy, "comprehension” presupposes
"knowiedge", but "knowledge” does not presuppose “comprehension”. The second
of these conceptual decisions would be questioned by those who hold that the basic
skills and dispositions of critical thinking must be brought into schooling from the
start and that for any leaming to occur, they must be intrinsic to every element of it
(425).

Achieving knowledge always presupposes at least minimal comprehension,

application, analysis, synthesis, and evaluation. This counter-insight is essential for

well-planned and realistic cumiculum designed to foster critical thinking skills,

abilities, and dispositions (427).

Paul accepts the categories of the Taxonomy of Educational Objectives and he also
believes that all the categories should be present at all levels of education. He does not

agree that the categories build on one another in only one direction.
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This section of the review of the literature has summarized the history of the
Califomia Education Code requirement that critical thinking be included as a part of the
coursework for all associate degree college classes. Critical thinking has been compared
with nursing diagnosis and both doncepts have been related to nursing education and
nursing practice. Finally, a contemporary view of critical thinking has been compared with
the views expressed in The Taxonomy of Educational Objectives (Bloom et al, 1956).
Nursing Diagnosis in the LECC VN Program

The faculty of the LBCC vocational nursing program actively supports the concept
of a career ladder in nursing and encourages students to plan on continuing their education
in nursing. Vocational nursing students are on the second step of a career ladder. The first
step in the LBCC career ladder is the nurse aide program at Polytechnic High Schoot in
Long Beach. This program articulates by contract with the vocational nursing program.
From the vocational nursing program, graduates may enter the second year of the
registered nursing program. From the registered nursing program, the students are
accepted into the third year of the baccalaureate nursing program at Califomia State
University at Long Beach.

In 1988, the faculty of the registered nursing program decided to adopt Orem'’s Self-
Care Deficit Theory of Nursing. After several months of study, the VN faculty determined
that Orem’s theory would mesh acceptably with the philosophy and objectives of the
vocational nursing program. Also, the facuity was concemed that many of the vocational
nursing students need to be adequately prepared to continue on the career ladder iﬁ the
registered nursing program. Therefore, the faculty embarked on a major curriculum change
to incorporate Orem’s Self-Care Deficit Theory of Nursing.

The faculty had been using nursing diagnosis, almost incidentally, since the early
1980s, primarily because it appears in course texts. During the negotiations invoived in the
major curriculum change, the Board of Vocationa! Nursing accepted the following curriculum
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objective: "4. Assess unmet universal seif-care requisites, developmental self-care
requisites, and health-deviation self-care requisites, collaborate in formulating nursing
diagnoses. and writing nursing care plans for stable clients in ambulatory and in-client care
facliities.” (See Appendix H, page 279 for a list of all the "Curriculum Objectives.”) Thus,
"collaborating in formulating nursing diagnoses” was formally encoded in the vocational
nursing program.

In 1990, the faculty adopted the third edition of Care Planning Pocket Guide: A
Nrsing Diagnesis Approach by Lederer, et al. (1990). This text uses an alphabetical
arrangement to classify nursing diagnoses. Thus, the nursing diagnoses may easily be
integrated into any existing theoretical framework. The authors wrote the text in a
particularly lucid style and it became very popular with both faculty and students. The
faculty wanted to use nursing diagnosis as an organizing principle for nursing care; adopting
the Lederer text made this desire a reality. After the first year's experience using the
Lederer text, the faculty concluded that they could not teach nor could the vocational
nursing students leam to implemént all the nursing diagnoses that had been identified by
the North Americ_:an Nursing Diagnosis Association. They then began the process of
shortening the list of nursing diagnoses that should be taught in the vocational nursing
program. The faculty based the selection process on several premises. The students do
not have class work or clinical experience in specialty areas; therefore, many of the
diagnoses oriented toward psychiatric problems should be eliminated, along with all of the
diagnoses that are most commonly seen in intensive care units, on spinal cord injury units,
or in community nursing. The diagnoses must be those that are most frequently used by
all nurses. They often relate to the basic physiological and psychological self-care
requisites and they tend to be the diagnoses that have been accepted by NANDA for the
longest time. The implementation of care to treat these diagnoses must be clearly defined
in the nursing literature and should lend itself to standardization. The diagnoses must fit
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within the vocational nursing scope of practice. That is, they must relate to the care of a
stable client. Orem (1985:189, 1991:193) adds insight to this concept.

"The nursing focus [diagnosis(es)] is also the index or key in estimating the
complexity of a nursing situation and thus in determining the kinds of nurses (e.g.,
level of education and training) that will be needed to meet the patient's
requirements for nursing care. The complexity of a nursing situation is determined
by (1) the rapidity of change in the components of the nursing focus, (2) the
elements of the components, and (3) the number and kinds of relationships between
the components. The complexity of a nursing situation is increased whenever the
nursing focus is not clear-cut or obvious, . . . A clear-cut or obvious nursing focus is
one that can be validly established by means of readily available information about
the components and their relationships.

The abiiity to develop and maintain a valid nursing focus in nursing practice
is directly related to the nurse's educational preparation and experience.
. . . Because of their educational preparation, some nurses are not prepared to
design, establish, and maintain a valid system of nursing for a patient without the
supervision of a nurse with advanced preparation and experience. These same
nurses, however, may be qualified by their educational background and well

prepared to work in cooperation with another nurse, or they may be prepared to care

for a patient in keeping with a design preestablished and maintained by another
qualified nurse.

The faculty determined that vocational nurses can be taught to make clear-
cut or obvious nursing diagnoses when that process Is preestablished and maintained by
a registered nurse. After a careful analysis the faculty selected fifty-three NANDA nursing
diagnoses to be taught during the vocational nursing program. The teachers introduced
forty-seven of the fifty-three NANDA diagnoses in the first semester and taught them in
greater depth during the second semester. The last six diagnoses were taught in the third
semester, during obstetrical nursing and pediatric nursing. The facuity devised a simple,
concrete, method of classifying the nursing diagnoses as human responses. They grouped
the diagnoses as follows: Psychological, Mental, and Social Responses; Total Body
Responses; Respiratory, Nutritional, Excretory, and Movement and Rest Responses. The
primary purpose for the classification was to help the students in their search for specific
diagnostic terminology.

After a year's experience with the shortened list of nursing diagnoses, the faculty
determined that the nursing diagnoses should be classified in relation to Orem's Self-Care




Theory of Nursing. They had originally classified the diagnoses as human responses but
had aranged them according to the systems used in the medical model. They decided to
change the list for two reasons. There was littie connection between the nursing diagnosis
list and the theoretical framework of the cumiculum. Also, the original list of nursing
diagnoses did not fit with the revision of the ambulatory care experience that was in
progress. A review of the literature resulted in the discovery of an article by Jenny,
"Classification of Nursing Diagnoses: A Self-Care Approach,” that appeared in both the
Proceedings of the Eighth Conference on Nursing Diagnasis and in NLN's journal, Nursing
and Health Care.

Jenny describes the purposes of a taxonomy and suggests that nurses should
"critically examine current schemata and develop alternatives™ (1989:152). She feels that
educators can use a taxonomy to structure curricular content and objectives. Jenny
believes that Orem’s Self-Care Deficit Theory is an appropriate principle of order to use in
organizing nursing diagnoses. She did a concept analysis of existing diagnoses to organize
theminto seven different categories: physical homeostasis, bodily care, ego integrity, social
interaction, health protection, health restoration, and environmental management. Jenny
explains that the major change from NANDA's Taxonomy is the substitution of self-care
categories for human response pattems. "This bypasses the 'dilemma of holism.™ Nursing
usually chooses to value the view of a person as a whole, rather than as body parts or
functions, as is done in human response pattems. In the Orem schema, "categories of
diagnoses reiate to tasks and activities required for health, not to ‘parts’ of the person”
(154). Jenny dropped five of the diagnoses accepted by NANDA and added seventeen new
diagnostic categories to complete her taxonomy.

She comments, "The challenge for any taxonomy is to serve the needs of a
broad spectrum of existing nursing practice. . . . Self-care is an organizing principle
that supports those human attributes and values espoused by the current nursing

cuiture, such as personal survival, human dignity, personal autonomy, and self-
determination. . . . Since nursing possesses no single grand theory, theoretical
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pluralism acknowliedges the diversity of practice and offers practitioners a choice.
This model increases their choices (155).

It seemed that a published taxonomy of nursing diagnoses based on Orem's theory
would be the answer to the problem faced by the LBCC faculty. However, after several
months of effort to mold Jenny’s system to meet the needs of the vocational nursing
program, the faculty abandoned the effort to use Jenny’s work. One major problem was that
the LBCC VN faculty did not want to add any diagnoses that had not been accepted by
NANDA, and Jenny had both added and subtracted diagnoses.

Harrington (1988:93) agrees that schools of nursing must often supplement the
NANDA diagnoses with "systems supportive of their school's conceptual framework.”
However, she argues that schools "should limit students to using the approved list [of
nursing diagnoses].” Since nursing diagnoses are a "defining characteristic of nursing
practice,” and the "common language” of nursing, only a consistent nomenclature should
be used.

Whitley and Dillon (1988:234) also provided valuable information. They supported
the facuity's belief that nursing diagnoses could be used to structure courses within the
curiculum. They stated, "Unlike the faculty, the neophyte has no wealth of nursing
knowledge and experience for which nursing diagnosis begins to give structure. Rather, the
diagnostic categories may provide the long needed structure around which the student will
file and process nursing knowledge." These authors also declared that the nursing
problems (diagnoses) given at the beginning of the program “cannot require the breadth of
knowledge and complexity of more advanced ones."

Kritek (1986) reviewed the eleven-year history of NANDA's work to develop an
appropriate taxonomy for nursing diagnoses. NANDA based some of their understanding
of the nature of a taxonomy on the work of Bloom et al. (1956). Some of the principles that
the LBCC faculty found to be helpful, were as follows: ordering and arrangement are based
on a single principle; the principle must be consistent with sound theory in the discipline;
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and ordering should reveal relationships among phenomena and the essential properties
of phenomena. Kritek completed her presentation with comments about “the courage
necessary to exercise creativity” and the necessity to recognize that the task was just
beginning (36).

During the summer of 1991 the faculty hammered out the taxonomy that is now the
keystone of the LBCC vocational nursing cumriculum. They based the new taxonomy on the
1990 NANDA list of diagnoses and included fifty-six common diagnoses. During the first two
semesters, the instructors teach fifty of the diagnoses; they present the last six diagnoses
in the third semester. The Self-Care Taxonomy of Nursing Diagnoses, based on Orem's
Theory of Nursing, with the fifty-six nursing diagnoses taught in the LBCC vocational nursing
program, is found in Appendix H, on page 280.

Weliness and Prevention of liiness

The literature provides a fcundation for integrating wellness and the prevention of
iliness into the Long Beach City College ambulatory care clinical zxperience. This review
will first define health and then examine weliness and prevention of iliness from the broad
perspective. Next, nursing's agenda for health care reform will be considered. Finally, other
nursing perspectivizs about health care for wellness and wellness nursing diagnoses will be
appraised.

Definition of Healt

Defining health is a complicated matter. Pender devotes the entire first chapter in
her book, Health Promotion in Nursing Practice (1987), to a definition of health. It is
important to define health accurately since it is the goal that is being sought by the makers
of health policy, the area of study for health research, and the object for the delivery of
health care. Recently, several authors have de’ined health as stability of a person's

physical or mental being, or stability of both aspects together. Another view, that health is
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characterized by actualization, is proposed by Dunn who coined the term “high-eve!
weliness,” that he defined as

an integrated method of functioning which is oriented toward maximizing the

potential of which the individual is capable. It requires that the individual maintain

a continuum of balance and purposeful direction within the environment where he

is functioning (qtd. in Pender, 1987:21).

Distributive health care may be contrasted with episodic health care (Flynn and
Heffron, 1988). Episodic care is usually given in hospitals and is related to the treatment
for an acute iliness. Nursing care that is given outside of the hospital setting is usually
related to some aspect of distributive health care. Distributive care is often associated with
the care of clients with chronic iliness. It is continuous and does not usually have definitive
beginnings or endings such as admission and discharge from a hospital. Distributive care
emphasizes health maintenance and disease prevention. Health teaching, counseling, and
care of the sick in outpatient facllities are major components of distributive care.

National. Staf | Local P i
on Wellness and Prevention

in September 1990, Suliivan, the Secretary of the Department of Health and Human
Services, (DHHS) presents a heaith plan to the public: Healthy People 2000: National
Health Promotion and Disease Prevention Objectives (U.S. DHHS, 1991). Sullivan believes
the following three points are of great importance in improving health for the nation. (1)
Individuals must assume personal responsibility for good health by taking control of factors
such as smoking, use of alcohol and drugs; physical and emotional fitness; good nutritional
practices; and concem for the environment. (2) The means must be found to extend the
benefits of good health to “the most vulnerable among us,” (v) by building a culture that
actively promotes healthy lifestyles. (3) Health promotion and disease prevention provide
the greatest opportunity to reduce the costs of health care and human suffering. For

example, annual costs of smoking are $65 biliion; costs for AIDS are $13 billion; costs for
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alcohol and drug abuse treatment are $16 billion, with total economic impact of alcohol and
drug use being $110 billion.

Three overarching goals are proposed in Healthy People 2000. “Increase the span
of healthy life for Americans. Reduce health disparities among Americans. Achieve access
to preventive services for all Americans” (U. S. DHHS, 1991:43).

Nursing’ orm

The headline reads, "RN Groups Reach Consensus on Healthcare Reform” ("RN
Groups," 1991). America’s nurses, who have trouble agreeing on anything, decided it was
time for nurses to get together and begin to build consensus on a plan to reform health care
in the United States (Gray, 1991). The leaders of two powerful nursing organizations, the
ANA and the NLN, were able to éornpronﬂse on plans that each had originated, and draft
a unified plan. Then the state and local organizations and specialty nursing groups had a
chance for input. After more than two years, the final product, a twenty-four page
document, endorsed by fifty-one organizations was released during Nurses’ Week in May
1991. Nursing's Agenda for Health Care Reform (1991) has some parts that are similar to
other plans for reform: a combination of public and private funding, cost containment,
incentives for managed care, long term care, insurance reforms, and access to a full range
of “qualified providers.”" The unique part of the pian is that it calis for primary care offered
in community based settings such as malls, schools, and mobile vans. This primary care
would emphasize prevention and education of the consumers by the most cost-effective
provider. Gray reports that proponents for Nursing's Agenda believe that "the physician can
no longer be the sole gatekeeper to the health care system” (Gray, 1991:14). Nursing is
offering to work in communities to help people take responsibility for their own health,
through education, prevention, and support.
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In the long term, it is predicted that the availability of primary health care to all
people in the nation would provide a “health dividend." Prevention and early treatment of

costly ilinesses will greatly reduce overall medical expenses.

Other Nursing Perspectives on
Health Care for Weilness

Popkess-Vawter (1984) believes that nurses must consider a client as a whole
person when making a nursing diagnosis. The early lists of nursing diagnoses all related
to problems and did not consider the client's strengths. Popkess-Vawter proposes
examples of such sMnMentw diagnoses and suggests a potential process for
generating such diagnoses. She feels that at each step of the nursing process, the nurse
should identify the client's strengths. Since there are many possible strengths that could
be listed, the nurse must use judgment to keep the list from becoming too unwieldy.
Sources of strengths include such things as age, family, support systems, job, financial
status, and self-care practices. This list is quite similar to the list of "Basic Conditioning
Factors" suggested by Orem in 1958 (Orem, 1991:36). Popkess-Vawter goes on to list
thirty-one NANDA nursing diagnoses, with positive modifiers that she considers to be
potential positive nursing diagnoses. Examples of such diagnoses are Effective airway
clearance, Effective family coping, Freedom from fear, Adequate physical mobility,
Appropriate sensory perception, and Healthy sleep pattem. She concludes by urging
nurses to avoid dwelling only on client problems and focus on strengths so that positive
attitudes and hope for the future will be emphasized for every client.

Alford (1985) discusses self-care practices of older adults in an ambulatory nursing
clinic. She agrees with Orem who suggested that aduits are expected to be self-reliant and
responsible and yet older adults are stereotyped as dependent and infirm. Alford feels that
nurses’ challenge when working with older adults is to "keep them as seif-reliant as
possible” and avoid depending on others for health care (253). Nurses can teach older
adults to monitor their own health by leaming to measure their blood pressure, pulse, and
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weight. Older adults can leam to use biofeedback, acupressure, and relaxation techniques.
They can leam to exercise, to eat a healthy diet, to recognize signs of bodily dysfunction,
and to have a positive outiook. The clients at Alford's center come for a “wellness visit* so
that the staff can identify the clients’ health strengths and weaknesses, and determine what
to do about the weaknesses. The clienis may receive one-to-one health teaching, family
teaching, or group teaching to strengthen their health orientation and leam how to use the
health system more effectively.

Alford describes the relationship between doctors and nurses in her nursing centers.

As nurses in primary care, we too refuse to "take orders” from physicians or
any other person. One profession does not "order” another profession to do
anything. What we do is request from the physicians their medical recommenda-
tions for their patients who are our clients. The medical plan is incorporated into the
nursing care plan (not the other way around), and if the medical plan is incongruent
with the needs and wishes of the client, the physician is asked to modify the plan,

or the client is instructed to discuss modification with the physician (260).

Alford concludes by suggesting that nurses need more schooling in gerontologic
nursing so that they can design and implement systems of health care for older adults.
"This is what makes nursing so exciting—the ability to help someone help him- or herself
to achieve as optimum a level of wellness as possible in light of limitations. There is nothing
so rewarding as facilitating and supporting older persons in the management of their own
heaith and well-being . . . (260-61).

Fehring and Frenn (1986) describe the Wellness Resource Center developed by the
Marquette University College of Nursing and opened in October 1982. This center,
managed by nurses, is based on a nursing mode! of health, promotes self-responsibility,
uses nursing diagnoses, relies on health education, and allows clients to have direct access
to the services of a professional nurse. The centeris housed in a local church and operates
in conjunction with a committee from the church. The nurses at the center use self-care as

a conceptual focus. They have added spiritual well-being to Gordon's functional health
pattems and use this tool to assess client needs. Also, they have developed a seif-health




assessment form, a physical assessment form, a nursing diagnosis problem page, and a
progress notes form.

The services of the center include health screening and consultation, nutrtional
assessment and maintenance, stress management, community and medical referral, and
spiritual health services. Common client problems seen in the center relate to blood
pressure measurement, self-breast examination, restricted diets, coping with pain,
unemployment, sleeping'problems, and family problems. Nursing protocols to use as
guides for assisting clients to resolve these problems are being developed. Future plans
include continuing to refine the nursing diagnostic process, developing more protocols for
treatment, evaluating the effectiveness of the treatments and referrals, and determining cost
effectiveness of the Weliness Resource Center.

Duespohl! (1986) develops a manual of nursing diagnoses for the well and ill client.
She useﬁthe nursing diagnoses accepted by NANDA and states that “in most instances
each nursing diagnosis (diagnostic category and etiology) can apply to both well and ill
clients . . . [s0] the content under each nursing diagnosis is divided into weliness oriented
and iliness oriented portions™ (6). Duespohl organizes the weliness nursing diagnoses
under six client responses and situations: developmental, emotional, environmental,
maturational, physiological, and situational. She classifies lliness oriented nursing
diagnoses under seven client responses and situations: general ilinesses, acute problems,
mental health, mobility, nutrition, physical health, and biologic systems problems. She
devotes approximately one fourth of her handbook to this indexing function. The remainder
of the book is an alphabetical listing of each of the accepted NANDA nursing diagnoses with
a list of wellness oriented and iliness oriented situations that may evoke that diagnosis.

Houlc'n, Saltstein, and Ganley (1987) aiso offer a small handbook of nursing
diagnoses for wellness. They propose that these diagnoses should be used to prescribe
interventions and leaming activities for both the weil and ill client to support their strengths.
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These authors organize the book according to Gordon’s functiona! health patterns (1982),
recognize the client as a whole person, and use nursing interventions ¢> promote health and
prevent iliness. Houldin, Saltstein, and Ganley suggest that the nurse use the usual steps
of the nursing ms and the accepted pattem of stating a nursing diagnosis: statement
of health status foliowed by the contributing factors. These authors have listed thirty-three
commonly identified factors that contribute to weliness. Examples of these factors are
realistic self-concept, a@mte perception of reality, ability to express feelings, effective
social environment, physical capability, effective management of stressors, availability of
adequate resources, and intemal locus of control. About half of the book is devoted to
outlines of wellness diagnosis statements, contributing factors, and defining characteristics.
Examples of typical wellness diagnoses are optimal nutritional status; adequate bowel
elimination; effective respiratory function; sleep quality, duration, and frequency appropriate
to support weliness; potential for coping with diminished sensory ability; positive self-
esteem; adequate sexual function; and spiritual strength. The book concludes with ten care
plans and a data-base assessment guide.

Smyth (1987:77) examines ethical issues nurses must face in the delivery of care

in ambulatory settings. She declares,

In ambulatory settings nurses experience a constant tension because of ihe
demands placed on them to achieve both institutional and professional goals. This
tension is created because nursing accountability for the care of clients demands
individualized care that is wellness focused and includes the family. However,
institutions hold nurses accountable for the cost effective processing of patients,
which usually resuits in an episodic versus holistic approach to care.

Smyth suggests the nurse-managed clinic as an aitemative model for the delivery
of ambulatory health services. Here, nurses and consumers can mutually share control and
nurses can avoid the "divergent professional ideology” (78) expressed as "diagnosis and
treatment versus care and health promotion” (78).

Smyth suggests tiat the health care needs of all individuals in society can be
subsumed under five categories (79).
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1. adequate nutrition and shelter;

2. sanitary and safe living and working conditions;

3. heaithy lifestyles through exercise, rest, and other features;

4. preventative, curative, and rehabilitative personal medical services; and

5. nonmedical personal and social support services.

Smyth believes that "A more equitable access to and delivery of the professional
resources of the physician and the nurse in ambulatory care settings, in accordance with
the theory of distributive justice, are needed" (79). To accomplish this goal, cooperation
rather than "collaboration,' competition, or power over” (80) could evolve. Smyth believes
that formal agreements are not necessary, but structuring interactional "nurse—physician
dyads” could promote such cooperation (80). She asks, "Is the cooperation model too
idealistic to ensure equal access and fair distribution of the valued resources of
professionals?” She answers that "if the interaction is likely to last a long time, and if the
players care enough about their future together, the conditions are ripe for the emergence
and maintenance of cooperation” (80).

Moccia (1989) writes about trends for the nineties. She believes that the opportunity
is presenting itself for nurses to assume leadership in managed care arrangements that will
continue to be the dominant mode of care for the nineties. She states, "One trend that is
emerging is the ever quickening decline of acute care empires” (16). This leads to the
question, "How, then, to reeducate the majority of nurses for out-of-hospital careers?" "Who
will assist facuity and administrators in hospital-based schools of nursing?” Moccia
comments that there is no denying past disagreements but there is a growing understanding
that each level of nursing education provides "a unique and invaluable community service
in assuring quality health care” (16). The interdependence among subsystems will grow as
graduates enter and exit several times in their careers. "How then can the individual be
educated best for lifelong leaming?" Moccia continues with an analysis of public health
trends.

No trend has such awesome implications as the deteriorating public health of our

country. All we have ever known about how to keep a people healthy has been
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blatantly ignored by the social and economic policies of the last eight

years. . . . Theories and practices that acknowledge the relationship between health

and clean air and water, adequate housing, nutrition, education, and meaningful
employment have been abandoned. . . .It's not a question of whether nursing should
address continuing health problems. Instead, these questions remain: Where?

When? Why not sooner (17)?

In 1990, Pender makes proposals for developing the language to describe a "health
perspective." She acknowledges that health promotion has emerged as a national priority
and that nursing curricula are increasingly cast in a wellness rather than an iliness model.
Since the field is s0 new, she feels that the development of multiple classificatory systems
should be encouraged. She suggests an infrastructure to frame the "dimensions of [a]
health-promoting life-style: health monitoring and self-responsibility, nutrition and weight
control, exercise, stress management and sleep, sense of purpose and self-actualization,
and interpersonal support” (33). Pender feels that diagnosis has traditionally referred to
disease conditions so it will be difficult to change the perception that a diagnosis is a
"problem.” She proposes two different approaches for "developing knowledge representa-
tion systems with a health perspective” (34). The first would use diagnostic terminology and
would consist of "two parallel, complementary taxonomic systems," one for "potential/actual
healthiiliness probler.s;" the other for "human strengths and resources" (34). The second
would be similar to that proposed by Houldin, Saltstein, and Ganley, a "classification of
human strengths™ (34). She also suggests an integrated system similar to that used in the
American Psychiatric Association’s Diagnostic and Statistical Manual (DSM-11l). All of these
systems have advantages and disadvantages. However, a team of nurse scientists with
computer experts and input from other fields such as biology, sociology, psychology could
develop a system that would serve as a prototype for all the health professions.

Popkess-Vawter (1991) comments on ways the newly adopted definition of nursing
diagnoses provides an opportunity for a weilness perspective to be incorporated into the

nursing diagnosis movement. Popkess-Vawter believes that the second half of the new

definition "responses to actual and potential health problems/life processes” (NANDA, 1990)
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includes a wellness perspective, albeit in a global way. She lists four nursing diagnoses in
the present taxonomy that are wellness oriented: “"anticipatory grieving, effective
breastfesding, family coping: potential for growth, and health: seeking behaviors” (19).
Popkess-Vawter identifies nurses who have written papers in favor of wellness diagnoses
and those who are ag ainst their inclusion in the NANDA taxonomy. She gives examples of
the ill—well client, and the well—ill client. The latter "often do not have a pleasurable and
pumposeful balance among the biologic, psychologic, soclal, and spiritual aspects of their
lives" (23). Popkess-Vawter suggests that nurses who work with clients who are pregnant,
have well babies or children, are elderly, or stressed need wellness diagnoses and now
NANDA has mandated the development of these diagnoses.

In 1991, de Tomyay describes a fifteen-year action agenda for the nation's health
professional schools and colleges. The PEW Charitable Trusts Foundation funded the
research for developing'this agenda. Three of the items for nursing schools are particularly

relevant to a discussion of weliness and prevention of iliness.

+ Reorient the teaching-leaming process to promote problem-solving skills and the
ability to manage large volumes of information.

« Shift the patient care training setting from inpatient to ambulatory/community-
based centers that emphasize prevention, the management of chronic diseases,
and the importance of patients’ general social needs.

» Change the orientation of the health professions from iliness to health (4).

Field (1992) writes a news report about a speech by Ada Jaycox, at the Ninth (1992)
NANDA Conference. Jaycox is the co-chair of the committee responsible for the recent
publication, The Clinical Practice Guidelines for Acute Pain, released by the U. S. Agency
for HeealthCare Policy and Research.

During her presentation, Jaycox challenges the nurses at the conference to "Be as
bold and aggressive as you can be in the naming and claiming that which is in nursing's
domain . . . to do less will limit opportunities to move nursing and nurses forward" (Field,
1992:4). In trying to describe what is uniquely nursing, nurses have overctated the

separateness and have created an artificial picture of nursing.
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Jaycox charged the NANDA leadership to make decisions that will guide how nursing
diagnosis, and therefore nursing, is understood over the next twenty years. Nurses must
make choices about using language that communicates clearly with others and having a
taxonomy that is general enough to encompass multiple theories of nursing. Jaycox
encourages NANDA to be broadly "inclusive” in making these choices. -

She offers the suggestion that "a broad organizing framework such as the Nursing
Minimum Data Set . . . ﬁay be a sufficiently neutral framework in which to organize much
of nursing. Nursing diagnosis should include all parts of the human body, all psychosocial
and physiological theories, all phases of the wellness-iliness continuum, and be applicable
to all professional nurses. . . . If we err in defining our domain, let us err in being too broad,
not too narrow!” (Field, 1992:5).

Nursing Practice in Ambulatory Care

The review of the literature related t~ nursing practice in ambulatory care provides
a foundation for the nursing content of the students’ clinical experience in ambulatory care.
It is not easy to ascertain the nursing skills that should be included in such a student
experience. The role of the registered nurse has been in transition since the mid 1960s.
Registered nurses manage some ambulatory care facilities, while other ambuiatory care
facilities are still dominated by the medical model and nurses have a very traditionai role.
Most ambulatory care facilities have melded the two foci and are somewhere between the
two extremes. The review of th.s section of the literature will trace the changes in
ambulatory care nursing and will also delineate the required job skills.

The needs of the clients have changed too. They are being discharged from
hospitals much earlier while they are still in the early stages of recovery. They have
become sophisticated consumers who wish to know more about how to care for themselves.
Also, many of the health care consumers are older persons with chronic illnesses, who with

appropriate health care, can be assisted to cope with their llinesses so that they can
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continue to care for themselves for many years. Without such care, many have repeated
hospitalizations that can be physically and economically devastating.
Trends in Ambulatory Nursing Care

In 1990, to celebrate the twenty-fifth anniversary of nurse practitioners, the Joumnal
of the American Academy of Nurse Practitioners reprinted a classic manuscript that was
written in 1967 by Lewis and Resnik. This manuscript describs a study done at the
University of Kansas that compares physician delivery of ambulatory care to chronically ili,
adult clients with care delivered to a similar population by nurses. After a year, there were
significant decreases in the frequency of client complaints, a reduction in the number of
requests to see physicians for minor complaints, and a marked prefercnce for having nurses
do certain procedures or functions. The question arose, was the care given by the nurses
nursing care or was it miadical care? The answer that evolved is that "when multidisciplinary
care is rendered, it is essential to focus primarily on the needs of patients” (44).

After a brief transitional period, the clients accepted the nurse as their primary
source of care and were not concemed with whether she was providing nursing care or
medical care. These clients were no longer acutely ill, requiring the technical expertise of
a physician. They needed to leam seif-care. The goals for their care were health
education, health promotion, and prevention of disease. The nurse provided a new kind of
scientific nursing care that met those needs. The resuits of the study showed that the nurse
was accepted as a primary caregiver, clients kept their appointments more frequently, time
was better utilized, the overall cost of the nurse as a provider was less, and the quality of
care and client satisfaction was higher. The authors admit that there are significant
problems in initiating interprofessional programs of client care, but they recommend that a
system of progressive care be implemented for chronically ill ambulatory care clients.

In 1981 Veman studies the nature of the service nurses provide in ambuiatory care.

She defines seven "domains of ambulatory care nursing: patient counseling, health care
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maintenance, preventive care, primary care, patient education, therapeutic care, and
normmative care” (2). Health care maintenance relates to clients’ weliness needs. Primary
care includes screening for specialized referral, physicai assessment, and follow-up of
medical health needs. Therapeutic care s clients’ direct physical care and monitoring under
the direction of the physician. Normative care encompasses the traditional entry and exit
procedures, preparation for examination, and direction or transportation to other care givers.
Veiran uses the Delphi technique to elicit information about the duties of ambulatory care
nurses, from the nurses themselves. After the first round of the Delphi technlque, Verran
adds an eighth area, non-client centered care and after the second round, she included
preventive care in the area of health care maintenance. After four rounds, Verran elicits
consensus on forty-one areas of direct client care and four areas of non-client centered
care. The staff experts had the greatest difficulty with the areas of primary care, and
nomative care. Primary care is the newest area to become & nursing responsibility and
may not be completely accepted by the nurses. Normative care or "gate keeping” is the
oldest responsibility of nurses and is an area that nurses may consider less acceptable as
a professional responsibility. The tasks delineated in Verran's study are below.

Patient Counseling Health Care Maintenance Primary Care Patient Education

Client advocacy General assessment Referral Health care maintsnance
General support Follow-up assessment Triage Hiness/condition program
Clinic procedures Provide information Protocol care Home care instructions
Temminalichronic iiness  Preventive care instruction Physical Plan of care
History

Therapeutic care Normative Care  Non-client Care
Surgical preparation Dressings Directing [traffic] Maintenance
Respicatory treatments Medications Transporting Training
irigations {V medications Communication Materials
Applications Blood and IV therapy Chaperoning Updating
Specimens Aassisting
Measurement Preparation
Appliances Documents
Recovery System
Invasive Comfort i s~
Noninvasive Coordination
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Verran suggests that this taxonomy may be used to assess applicants for staff
selection, to prepare a unit orientation guide, and to design a staff evaluation tool. Nurse
managers could use the taxonomy to classify ambulatory care clients, derive clinic staffing
pattems, and plan ratios of professional to non-professional nursing staff.

Hastings (19837a), from the National Institutes of Health (NiH), clarifies classification
issues in ambulatory care nursing. She declares that the requirements and time frames for
ambulatory care nursing encounters are so different from inpatient systems that using
traditional ways of measuring nursing care are only frustrating. In hospitals, clients recelve
nursing care as a part of their contract with the institution and give up much of the
responsibility for self-care. In ambulatory care settings clients are expected to manage their
own self-care. The existence of their knowledge deficits or skill limitations creates the need
for nursing care. Ambulatory care clients have the choice of whether to keep their
appointments, they have less well defined problems, nursing observations are necessarily
brief, and the follow up has an indefinite beginning and end. Hastings compares inpatient
and outpatient nursing workloads. She states, "In every instance, the structure in:
ambulatory care is more diffuse, less controlled, and less predictable than in acute
care” (52). NIH developed a system that placed ambulatory patients into one of six patient
care categories based on the duration of time for a visit. However, because of rapid
turmover of clients, ambulatory care nurses must spend a large percent of their time in
telephone activities, preparation, and documentation. Hastings points out that "patient
characteristics and nursing role together determine the demand and scope of ambulatory
nursing services" (60). She suggests that nurses study ways to refine both client
classifications and nursing care. Such studies will provide the tools so that efficient staffing
patterns for ambulatory care can be established.

Hastings (1987b) aiso describes a system for measuring quality of ambulatory

nursing care at the National Institutes of Health. Ambulatory care is one of the few




expanding areas in health care that provides a special oppartunity for nurses. Hastings

states,

The question of what a professional nurse does, as opposed to LPNs, technicians,
and primary care providers, is difficult to resolve in view of the unstructured nature
of the ambulatory care setting. Since it is clearly not realistic, necessary, or cost-
effective for every patient in an ambulatory setting to be under the care of a
professional nurse at every visit, there are decisions that continually have to be
made about the allocation of care, level of care to be provided, and appropriate
follow-up interval (13).

In 1987 Koemer writes a paper to "address trends, issues, and problems for nurses
in the: heaith care arena in order to better clarify the role of nursing in ambulatory care” (2).
She describes a typical scenario in an ambulatory care facility where the client arrives,
waits, has his weight and blood pressure checked by a nurse, is escorted to an examination
rooin, waits, sees the doctor briefly, sees the secretary for another appointmerit and any
follow up tests, and goes on his way. She declares:

this mode! of health care delivery uses nurses as task-oriented, assembly-line

workers who process a designated number of patients in a series of 15-minute

appointments. Itis a system that emphasizes the traditional values and roles of the
19th century ... this old, functional model of care leads to low morale and

decreased productivity among nurses. (2)

Koemer explains that this situation results from “traditional physician's leadership and
nursing's failure to do necessary organizational politicking to redefine and actualize a more
professional role” (2).

Koemer proposes a new mode! of ambulatory care in which the nurse is a
"collaborative partner with the physician” (3). Within this role the nurse’s role should
include: "health assessment and screening; health education; health promotion and disease
prevention; clinical decision making for the nursing pian; relevant information sharing for the
medical plan; and care coordination with the patient, family, and other providers” (3).
Koemer feels that particuiarly in a teaching clinic where physicians rotate, and the nurses

regularly interact with the patients, the success of an ambulatory care program may well

depend on the nurses assuming this professional patient-centered role. Nurses must
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assess and document their profitability to the organization and present nursing service as
a marketing tool and source of revenue. Koemer concludes by challenging ambulatory care
nurses to "take a leadership role and issue a definitive position paper on the education,
certification, and scope of practice for professional and technical nurses for the twenty first
century. . . . The future of nursing lies in the ability of ambulatory nurses to energize their
practice and to take risks" (6). The question remains: will nurses continue in their traditional
gate keeping role, or will fhey risk assuming a professional, health care provider role?

In 1988 Johnson and McCloskey began editing a series of books on nursing
administration. In the first volume, Murphy describes the evolving role of the nurse in
ambulatory care. Murphy, a chapter author, comments that the field is undergoing constant
expansion and the nursing role is not fixed and static. She describes the traditional clinic
nurse as "a traffic director, making sure patients kept their scheduled appointments, in an
assembly line operation. . . . sorters of reports, technical shot givers . . . clerical {workers]
and physician’s helper” (49). A new nursing role is emerging. A factor in this process is the
emphasis that the World Health Organization has given to nursing as an independent and
collaborative health service in developing countries. Ambulatory nursing is now including
health education, health maintenance, preventive care, primary care, and planning.
"Ambulatory care has been moving toward comprehensive patient care, and providing
comprehensive care has been the major characteristic of the expanding role of the
ambulatory care nurse” (50). Murphy summarizes the work of Verran and Tighe et al. and
suggests that this taxonomy is an appropriate basis for developing the role of the
ambulatory care nurse. She also highlights the American Academy of Ambulatory Nursing
Administration standards for care published in 1987. She concludes, "Over the past thirty
years ambulatory care nursing has evolved from an after thought appended to inpatient
nursing to a self-confident field essential to total patient care. ... The nursing role in

ambulatory care today can be defined as a role in transition™ (57) Will there be a iew




definition in ten years? "The answer depends on the actions of ambulatory care nurses and
the degree to which they seize the opportunity currently before them* (57).

Parrinello, Brenner, and Vallone (1988:58) develop a nursing patient classlfication
instrument based on Verran's Taxonomy. They use the Delphi method to refine Verran's
list and make it applicable to the ambulatory care setting at the University of Rochester
Strong Memorial Medical Hospital. The part of the study most applicable to a vocational
nursing clinical experience in ambulatory care is the revised list of nursing interventions with
percentages of encounters handled by RNs, LPNs, and NAs. This information is reproduced
in Table 6 on page 97, with the LVN category shading added.

Joseph (1990) also generates a tool to quantify nursing activities in the outpatient
department. She uses the work of Verran, Tighe, Hastings, Parminello, Brenner, and
Vallone, in developing an instrument specific to the needs at the San Diego Veterans’
Administration Medical Center (SDVMC). The tools developed by earlier investigators were
used to classify patients, whereas the SDVMC instrument was created to gather data. At
this facllity, there are no nurse practitioners, so the investigator deleted primary care from
her instrument. In her new taxonomy, Joseph (1990:28) specifically includes “clinical
documentation,” “other,” and "personal time,” and summarizes a total of forty-seven
activities. She rearranged these activities into direct care, indirect care, unit-related time,
personal time, and other time.

Joseph says that the findings of this study may be applicable to other ambulatory
care departments. But, her suggestion may need to be carefully weighed. Licensed
vocational nurses have twelve to fifteen months of education and they carry the
responsibilities of licensure. The preparation for nursing assistants may range from on-the-
job orientation up to a maximum of nine weeks of job training. In this study the investigator
categorized the two groups together. Since there were five licensed vocational nurses and

only one nursing assistant, Joseph's decision to combine two levels of staff may not have




Table 6

FREQUENCY OF NURSING INTERVENTIONS PERFORMED

Percentage
ofall Percent frequency
intsrvention Freguency encounters performed by
(n-5,022) RN LPN NA

Measurement 2,880 5§73 454 kR ) 43.2
Specimen collection 1,451 28.9 398 ‘245 35.7
Follow-up nursing assessment 1,244 24.8 97.3 27
Comfort 607 12.1 446 21.3 28.1
Coordination 581 116 844 65 8.8
Preparation: surgical and non- :

surgical 541 10.8 824 115 6.1
Retrieval and review of reports 474 9.4 74.9 - 93 15.8
Medical care instructions 412 8.2 86.9 a5 36
invasive or complex noninvasive :

procedures 370 74 70.3 " 48 248
Assiating 276 5.5 65.2 21.0 13.8
Dressings and topical '

applications 248 49 85.1 133 1.6
Emotional support 244 4.8 84.0 8.5 6.5
Triage 208 4.1 93.3 29 3.8
Health care/preventive

instructions 202 4.0 160.0
Medication 128 25 100.0
Ambulatory care system 83 16 68.7 38 27.7
Communication 71 1.4 57.8 36.6 5.6
Directing 68 14 78.3 1.4 20.3
Referral 66 13 100.0
Recovery 57 1.1 772 228
General nursing assessment 43 0.86 100.0
Eligibiity screening 37 0.74 83.8 2.7 13.5
Transporting/escorting 36 0.72 77.8 55 16.7
Physical assessment/monitoring 30 0.60 80.0 20.0
Chaperoning 26 0.52 65.4 192 15.4
Compiex individualized

instructions 26 0.50 100.0
Patient advocacy 23 0.46 913 8.7
IV therapy 11 0.22 100.0
Formal health care program 9 0.17 100.0
Appliances 9 0.17 100.0
iV medications 7 0.13 100.0
Comprshensive history 4 0.07 100.0
Biocd therapy 2 0.03 100.0
Complete physical 0 0.00
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affected the resuits of her study. However, in a larger ambulatory care facility with more
nursing assistants, it might be inappropriate to categorize the two groups as one. Also,
LVNs are qualified to give medications. Not permitting the LVNs at SDVMC to administer
medications means they are being under utilized. However, federal rules control Veterans’
Administration Hospitals, rather than state regulations, sc SODVMC may have no choice in
the matter.

For the study, four observers monitor the activities ¢f seven registered nurses, five
licensed vocational nurses, and one nursing assistant, over a period of six days. The
activities of the registered nurses did not differ greatly from the activities of the vocational
nurses and nursing assistant. The registered nurses spent 41.6% of their time in direct care
and 29.5% in indirect care, while the vocational nurses and the one nursing assistant sper_\t
45% of their time in direct care and 22.8% in indirect care. Joseph's (31) resuits showing
the relative percent of time spent in various activities are shown in Figure 2, below.

Joseph states
that "the data

S0 |-

substantiate the
traditional LVN/NA 4L

role as direct

Percant of Time

caregivers who

facilitate normal

10 |

entry and exit of

patients from the o LB IR

Hea!th Maint . Ther . Care Non-Cilent Care
clinic® (32). If the o - L
clinic needs a staff Figure 2
person to direct Activities of RNs and LVNs

patients and assist with compieting basic nursing procedures, staffing with a licensed




vocational nurse or nursing assistant would be appropriate. In most instances the use of
both registered nurses and vocational nurses or nursing assistants is necessary.

Moore and Geving (1990) write about nursing's role in the ambulatory care setting
at Virginia Mason Clinic (VMC) in Seattie. One of the unique aspects of the program at VMC
is a joint venture with a vocational technical program to prepare medical office assistants.
This program uses VMC for the students’ clinical practicum. "This program merged the
didactic curriculum and clinical practicum for medical office assistants on site at VMC. This
approach allowed VMC to tailor the curriculum and clinical experiences to meet the
organization’s needs"” (23). This means that the clinic can recruit from a pool of graduates
who are already oriented to faclility. "The resuits of the program have been very favorable
and similar training experiences are planned for nursing students” (23).

The facility has developed a career ladder with three steps of advancement for
medical assistants and offers competitive salaries and insurance, with an attractive benefits
program that provides day care for children, and tuition reimbursement.

The authors present this plan as one that is mutually beneficial to the organization
and the students. However, before such a plan is implemented for nursing students, the
facuity of the school need to consider the disadvantages of "training” students to meet the
needs of one particular organization, as well as the problems of educating students when
the curriculum is planned by the health care facility rather than by an educational institution.
Skills Used in Ambulatory Care Nursi

Knutson (1989), and a group of ambulatory care nurse practitioners and nurse
managers are the authors of a book Ambulatory Care Nursing Standards and Performance
Evaluations. The Medical Group Management Association, a professional association of
physicians involved in group practice, publishes the book through their research amrm, The
Center for Research in Ambulatory Health Care Administration. The nurse authors present

core characteristics, standards, and performance evaluation for eight levels of ambulatory



care nursing personnel, beginning with medical office assistant and ending with
administrative nurse manager. Knutson and her colleagues offer the following definition for
the practical nursing level:

Alicensed practical nurse is a nursing service employee who, in the ambulatory care
setting, provides basic nursing care which includes performing routine office
procedures and testing, participating in patient teaching, communicating effectively
with others, and participating in decision making” (1989:19)

The requirements for this position are graduation from an accredited school of
practical nursing, cumrent state licensure, and completion of an approved pharmacology
course. The authors have used clinical practice, technical and ethical competence, and
leadership to describe the characteristics of the vocational nurse. The major headings for
this outline are quoted below.

CHlnical Practice

A licensed practical nurse uses the nursing process—assessment, planning, impiementation, and

evaluation—under the supervision of the RN or licensed physician to provide continuing health care

to individuals, families, and community.

A. Identifies common and recurring nursing needs of the patient.

B. Recognizes the need for and performs routine office procedures and testing in the ambulatory care
setting.

C. Assists patients to achisve basic heaith care goals.

D. identifies patient education needs, provides instruction or refers appropriately.

E. Documents observations, actions, and patient outcomes.

Technical and Ethical Competency

This inciudes knowledge, self-diraction, accountability, and ability to function within institutional policies,

phiosophies, and procedures.

A. Demonstrates patientadvocacy which assures patients’ rights to privacy, safsty, and confidentiality.

8. Maintains curment practice by selecting appropriate avenues for technical growth.

C. Maintains accountability which includes efficient use of time and matarsials. Practices within medical
group policies and philosophies.

Leadership

Leadership is a process through which an LPN affects the actions of others through appsarance,
conduct, and practice.

A. Serves as a catalyst in improving standards of LPN practice.

B. Demonstrates leadership skills through the ability fo set and attain goals.

C. Serves as a role model for tachnical conduct and practice.

D. Provides support to professional and technicel staff. (18-21)

The American Academy of Ambulatory Care Nursing Administration (AAANA) was
founded in 1978. Ambulatory care administrators from hospital-based clinics, HMOs, group
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practices, heaith departments, ambulatory surgery centers, and similar organizations make
up the membership. in 1987, the organization published the second edition of their book,

, written by Hastings et al.
The philosophy of nursing espoused by the organization includes the following concepts:

Every person has a basic right to optimal heaith and to comprehensive health care
that is available, accessible, and acceptable. By building on individuals® strengths,
the nurse assists them to better health, while allowing them to retain responsibility
for their own health. (1987:5)

The format of the eleven standards "includes an overall statement; rationale for the
standard; and structure, process, and outcome criteria” (7). The standards are listed below,
with a paraphrased summary of the overall statement of the standard.

| ORGANIZATION OF NURSING SERVICES The organization of nursing services permits delivery of
quality nursing care,
{l ETHICS/PATIENT RIGHTS Ambulatory care nurses uphoid ethical standards that recognize the
dignity and worth of individuals.
Il ENVIRONMENT Ambulatory nursing care maintains a safe, comfortable, therapeutic environment
for patients.
IV COMPETENCY Nursing staff have appropriate qualifications and provide competent nursing care.
V STAFFING Sufficient staff are avaiabie to meet individual patient needs.
VI QUALITY ASSURANCE Ambulatory care agencies monitor and evaluate quality of care and resolve
identified problems.
VIl RESEARCH Nurses initiate, use, and participate in research studies.
Vill CONTINUITY OF CARE Nurses facilitate continuity of care.
IX ASSESSMENT Nurses systematicaily and continuously collect, analyze, and communicate, health
status data.
X PLANNING/ANTERVENTION The patient and nurse mutually formulate a plan of nursing care.
X} EVALUATION The nurse and patient continuously measure the patient's progress toward the
desired outcomes and revise the plan of care and interventions as necessary (11-25).

The AAANA (1987:54-59) standards provide a sampie position statement and
orientation procedure for a registered nurse, but none for a licensed practicai/vocational
nurse. The sample gives required skills for the registered nurse that include demonstrated
competence in admission and scheduling routines and documentation. Nursing care
procedures include nursing history and assessment; documentation; referrals; patient
teaching; phone triage; transportation of persons, records and specimens; medication

administration; ordering supplies; autociaving; and cleaning and stocking of rooms. Specific
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treatment skills include venopuncture, dressings, acetic acid soaks, application of unna
doots and Jobst stockings, collection of specimens, suture removal, and tracheostomy care.

Miller (1990) describes the AAANA Standards and explains the need for such
standards. She believes the standards are important because professional nurses are
responsible not only for their own patient care, but also for the care delivered by non-
professional staff. Also, complex technology increases the problems of risk management.
In addition, the standard of care that is used to develop staffing pattems, "focuses on patient
acuity and care needs, not simply numbers of patients seen” (1990:38).

Miller suggests that an initial client assessment should include vital signs, current
prescribed and over-the-counter medications, aliergies, impairments that will hinder self-
care, reason for the visit, and previous patient teaching. She believes that ambulatory care
nursing standards should include at least three components:

1. Education of the patient for seif-care

2. Specific expectations for nursing care delivery while the patient is in the ambulatory envionment

3. Documentation of all aspects of care and patient instructions, remembering that the patient, nurse,

physician and other heaith professionals are in partnership in the care process (40).
Miller concludes by challenging ambulatory care administrators to promote use of
ambulatory care standards of practice. "This would help to ensure that the quality of
ambulatory care is uncompromised and the cost of that care is affordable” (1990:40).

The Joint Commission on Accreditation for Hospitals (JCAHO) (1990) publishes an
accreditation manual for hospitals. The standards for hospital-spoiisored ambulatory care
services are defined in the HO (hospital) chapter. Although these standards do not directly
address the role of the licensed practical/vocational nurse, they do establish the guidelines
under which s/he will work. The seven standards are listed below, with a brief paraphrase
of the criteria for the standard (57-67).

HO.1 Qualified practitioners manage the ambulatory care service and provide care. A wnritten

philosophy and policies guide the actions of the staff. The facility uses only approved
ancillary services.
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HO.1.13 The duties and responsibilities of other staff disciplines and ther relationship to

physicians and nurses are defined in writing and are provided in accordance with
spplicable standards.

HO.2 The hospital provides appropriate education including training for cardiopuimonary resuscitation,
safety, and infection control.

HO.3 Written policies and procedures guide patient care.

HO4 The hospital implements safe management of structures, cystems, policies, and procedures.

HO.5 The hospital maintains medical records.

HO.6 The design of the hospital structures, systems, policies, and procedures improves the quality of
patient care seivices.

HO.7 The hospital monitors and evaluates the quality and appropriateness of patient care.

In 1990 Geffers énd a team of nurse managers and educators, that included
Andrastek, Santana, Gillette, Simoneau, and Hutton wrote Past, Present, and Future:
Ambuiatory Nursing, published by FHP, Inc. Regional Ambulatory Nursing. The FHP, Inc.
ambulatory care nursing philosophy is similar to that of the AAANA, and FHP, Inc. has
adopted the same eleven standards of practice. In addition, they have sanctioned a local
scope of practice. Eight areas make up this scope of practice: (1) Nurse/member
interactions, (2) Evaluation [assessment], (3) Therapeutic intervention, (4) Patient
counseling/education, (5) Maintenance of health, (6) Communication, (7) Documentation,
and (8) Administrative functions. The primary psychomotor skill activities required of nurses
in the in the FHP, Inc. regional system are found under the Evaluation [Assessment] and

Therapeutic intervention areas.

FHP, INC. REGIONAL AMBULATORY NURSING SCOPE OF PRACTICE

Evaluation [Assessment] Therapeutic intervention
Triage: assessment, Oxygen administration
classification, disposition {V therapy
Physical assessment Administration of blood and blood products
Pediatric growth and Medication administration
development evaluation Chemothemapy
Specimen testing: guiac, Anticoagulant therapy
sugar and acetone Dysrhythmia recognition and treatment
Skin testing insertion of catheters/catheter care
Audiometry Wound and skin care
Spirometry Nebulizer treatments
Tonometry Ostomy care
Visual acuity Venipuncture for specimsn withdrawal
Tympanogram Diabetic management
Central line management
Suture removal.
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Sanchez (1987) writes a book with job descriptions for various levels of nursing
personnel. She explains the nature of the work, working conditions, employment, training,
and job outlook. For LPNs she suggests that the nurses who work in doctors’ offices and
clinics will "prepare patients for examination and treatment, administer drugs, apply
dressings, and teach patients prescribed health care regimens. They also may make
appointments and record information about patients” (6).

Evaluation of the Ambulatory Care Experience

The literature provides a foundation for developing an evaluation process. in 1949
Tyler writes a small book that has become the standard for nursing education accreditation
(Diekelmann, 1988). Tyler (1949) based his model on four considerations: (1) the
educational purposes of the school, (2) the educational experiences that can be provided
to meet these purposes, (3) the way the experiences are organized, and (4) whether the
purposes are being met. In his book, Tyler suggests methods for assessing these
questions. He states, "evaluation is essentially the process of determining to what extent
the educational objectives are actually being realized by the program of curriculum and
instruction” (105, 106). Tyler maintains that paper and pencil tests are useful evaluation
tools, especially if they are used at the beginning and at the end of the leaming experiences.
Observation, interview, and products made by the students may also be valuable evaluation
tools. Records made for other purposes may provide evidence of interest in the subject
matter and skill in performing the behavioral objectives of the courses.

Tyler (1949) discusses the value of using sampling techniques to evaluate an
individual student'’s skill levels. He points out that sampling is also useful in "appraising the
effectiveness of curriculum experiences in use with a group of students” (109). He lists the
criteria for evaluation instruments, namely, objectivity, reliability and most importantly
validity. Tyler feels validity can be assured by getting samples of the behavior to be

measured or by comrelating an evaluation device with a directly valid measure. When the
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available data are analyzed they may suggest ways to modify the cumiculum. Tyler
conciudes that "curriculum planning is a continuous process” (123). As materials and
procedures are developed, faculty experiment with and evaluate them. When they find
inadequacies and eliminate them, then they experiment again, evaluate again, and modify
again in a continuous cycle.

Tyler (1949:124) points out that evaluation "has a powerful influence upon ieaming”.
He reports that the New York Regents’ examinations

have more effect upon what is taught in New York State than course of study

outlines as such. Students are influenced in their study by the kind of evaluation to

be made and even teachers are influenced in their emphasis by the sort of

evaluation which they expect to be made (124).

Therefore, the evaluation instruments must correlate with the educational objectives or the
evaluation may become the focus of both the students and the teachers.

Levine (1978) echoes Tyler’s opinion about the impact of evaluation when he states,

Evaluation has strong effects on student leaming, and the choice of instruments and

their method of use can have strong facilitative or aversive effects. Evaluation

affects students . . . [because] it indicates to them the objectives considered most
significant by their instructors . . . [and] it provides rewards and punishments in the
form of feedback, grades, and recommendations that can have significant effects

on students' self-esteem, career aspirations, and career accomplishments (40).

In 19:78. Morgan and irby address evaluation with an entire text dedicated to
evaluating clinical competence in the health professions. They define clinical evaluation as
"tihe process of collecting information on student clinical performance in order to make
informed decisions regarding student progress and program performance” (xi).

McPherson and Dunatov contribute a chapter about implementation considerations
of evaluation techniques in Morgan and Irby’s text (1978:169). They comment that
evaluation is a "complex activity." They suggest that the process can be divided into three
steps. First, the evaluator must determine which questions to ask. Next, the evaluator must
decide what data should be gathered to answer the questions. McPherson and Dunatov

caution that it is not productive to collect more information than is essential to answer the
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questions that need answers. Finally, they assert that "analysis, synthesis, and
interpretation of the data will yield the information required” (169).

To determine the questions to ask, McPherson and Dunatov proposa two essential
categories of questions: those conceming the students and those about the program.
Several questions need to be asked that relate to students. Did each student accomplish
the desired behavioral objectives? Atwhat leve! of competence did the students accomplish
the objectives? Did indiﬁdual students exhibit specific strengths or weaknesses? What
leaming activities were successful and which ones failed to augment student leaming?
Were there problems that interfered with the leaming process?

The answers to the student questions are the basis for the questions that must be
answered about the program. However, since student characteristics can vary, teachers
must design program evaluation to assess trends over time. Do the same problems reoccur
with subsequent groups of students? Are sequential groups of students having difficulty or
failing to accomplish the leaming objectives? What parts of the program consistently
produce desired student goals?

Although student evaluation is essential, McPherson and Dunatov wam, "Leamer
achievement should not be depended on as the only source of feedback for curriculum
change" (170). They suggest that the subjective opinions of both faculty and students need
to be considered. Other factors that need to be considered when making decisions about
curriculum change include, attendance pattemns, specific problems in implementing the
program, and unexpected outcomes from the program.

Gagné and Briggs (1974:286) write about evaluation as a chapter in their classic
text, Principles of Instructional Design. These authors observe that the designer of
instruction wants to find out, not only whether the instructional system “works,” but also
whether it works better than some other system. Faculty should obtain evidence to answer

the following specific questions:
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1. To what extent have the stated objectives of instruction been met?

2. In what ways, and to what degree, is it [the new program] better than the unit it
will supplant?

3. What additional, possibly unanticipated, effects has it had, and to what extent are

these better or worse than the supplanted unit?

Gagné and Briggs describe several other variabies that must be considered when
attempting to measure educational outcomes. These include the aptitude of the student
himself or herself and the support s/lhe receives from the home and family, the school, or
the community. Support rhay involve the avallability of adequate classrooms, materials, and
information from library or leaming center resources. Process variabies include such factors
as the way instruction is carried out by school administration or instructors, sequence of
leaming experiences, and time available for leaming.

To evaluate an instructional entity fairly, investigators must control for the aptitudes
of the students, the support the students receive, and instructional process variables. They
can measure aptitudes by using a standard test of intelligence. If a new program is being
compared with a previous program, it is important that the aptitude of the students in the
previous program is equivalent to the aptitude of the students in the new program. Simiiar
caveats apply to both support for the student and instructional process variables. If
conditions cannot be directly controlied so that support and process are similar, then the
evaluators must use randomization or statistical control to attempt to equalize the situation.
Randomization is ideal for purposes of control, but is usually very difficult to arrange.
Therefore, "the identification and tneasurement of aptitude, support, and process variables
must usually be undertaken” (303).

Bemer and Bender (1978) advocate that the instructor base the evaluation on the
specific clinical objectives and determine the instructional sequence used to obtain each
objective. They suggest that, ideally, each step in the sequence should be evaluated. On
the other hand, Lenburg (1979) takes the view that only the specific steps that are essential
should be identified and evaluated. She states,
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Essential nursing behaviors or "critical elements,” are the most finite units by whicn
clinical performance is measured . . . They are the single, discrete, observabie, and
mandatory behaviors that collectively comprise the standard against which an
individual's competence is measured. . . . When one of them is violated or omitted,

patients are actually or potentially endangered and care being rendered is less than

satisfactory (47-48).

Bemer and Bender (1978) continue to outline their plan for evaluation by suggesting
that once the instructor decides which steps shall be evaluated, s/he determines the
evaluation strategies and documentation procedures. They caution that the evaluation
strategy must be congruent with the objectives and the placement of the objectives within
the curriculum sequence. In summary, the elements included in an evaluation design are
the purpose for the evaluation, the planned objectives for the leaming sequence, the
leaming sequence itself (the independent variable), the results of the leaming sequence
(dependent variables), and the placement of the leaming sequence in the curriculum.

Levine (1978) suggests several instruments that may be applicable for evaluation
of the ambulatory care clinical experience. He notes that evaluation methods that are
inexpensive, free of error, tell precisely what is needed to be known, and that encourage
students to leam are desirable. Unfortunately, these qualifications are difficult to obtain.
Sometimes unreliable tests can facilitate leaming but “maximlz-ng; reliability can gravely
weaken the validity of an evaluation instrument” (41). For exampie, tests in real situations
are valid, but because the teacher can seldom replicate the situations, the tests are not
reliable. Analytical tests such as multiple choice tests are reliable, but may not be valid
representations of the real situation that needs to be evaluated. True-false tests usually
have high reliability if enough items are used but often have low validity because cognitive
decisions require more complex judgments than can be measured by a true-false test.

Simple multiple choice questions can be highly reliable and :ave low to moderate
validity. The teacher can easily replicate these tests, but they may not accurately reflect
real situations because of their simplicity. Levine maintains that “in any measurement

situation the first choice should be simple multiple-choice questions” (44).
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Complex multiple-choice questions are another method that has high reliability and
moderate validity. Test writers base these questions on complex real-life situations that
require several possible courses of action. They may also use media other than print to
provide a more accurate picture of ‘the client. The questions are difficult to write and may
be ambiguous, but if the writers keep good questions in a test bank, they can ameliorate the
problem of needing to write new questions: for each examination. Levine recommends that
students be given some éxampl&e of a similar question as practice exercises and highly
recommends this type of question.

Levine describes rating scales of individual activities as highly valid but the reliability
can vary greatly. In health care, clinical teachers use this type of test with real clients, so
the situation for each student may have considerable variation. Although the student may
be able to perform the skill in a testing situation, teachers may question his or her motivation
or ability to perform the skill in all situations. The practitioner who observes the student may
not be an excellent observer of student activity and may sometimes be reluctant to fill out
a complex rating form. Levine comments that this type of evaluation tool seems "to be
particularly valuable in the development of psychomotor skills” (49).

Hart and Waltz (1988:99) describe educational outcomes for nursing programs.
They list the top ten student outcomes evaluated versus those considered to be most
important to be measured. These outcomes will be considered to measure student

achievement in the ambulatory care experience.

Outcomes Evaluated Rank Related to Importance
1. Academic achievement 1. Academic achievement
2. Implementation of cars plan 2. Nursing diegnosis
3. Nursing care plans 3. Nursing care plans
4. Evaluation of care plan 4. implementation of care plan
5. Asssssment—physical 5. Problem solving/critical thinking decision making
6. Nunsing diagnosis 6. Evaluation of care plan
7. Psychomotor skils 7. Assessment—physical
8. Assessment—psychosocial 8. Assessment—psycihosocial
9. Grade point average 9. Psychomotor skills
10. Safety 10. Clinical performance/ clinical competence




Sundeen.-et al. (1989) propose five evaluation criteria that an individual nurse can
use to evaluate his or her own communication. The vocational nursing faculty may wish to
consider these criteria as program evaluation criteria:

1. Effectiveness—Were preplanned behavioral goals used to measure the outcomes?

2. Appropriateness—Were the leaming experiences relevant in meeting the desired
outcomes?

3. Adequacy—Was a sufficient amount of time spent to accomplish each of the goals?

4. Efficiency—Were the leaming experiences directiy and effectively focused on the
leaming goals?

5. Flexibility—Can tiie leaming experiences be adjusted to meet specific needs of the
leamer?

Erwin (1991) writes an entire book about assessing student leaming and
development. This source is valuable because of its cumency and because Erwin
corroborates the continuing value of earlier authorities, such as Tyler, Bloom, Mager, and
Stuffiebeam. Erwin primarily approaches assessment from 2a institutional point of view but
he does give some valuable insights that may have application to the evaluation of the
ambulatory care clinical experience. Current usage seems to favor the term, outcome
assessment, rather than evaluation as was described in the work of earlier authors. Erwin
defines assessment "as the systematic basis for making inferences about the leaming and
development of students” (15). Erwin also states that "the terms assessment and
evaluation are sometimes used interchangeably” (16) but evaluation is often used in a
broader context.

Erwin suggests that the two major areas to be assessed are leaming objectives that
include subject matter knowledge and skills, and developmenta! objectives such as critical
thinking, ethics, identity, and physica! well-being. Erwin clarifies the differences between

goals, objectives and outcomes. Goals are broad, global, and sometimes vagus statements
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of institutional purposes or mission. Objectives are a list of statements that indicate what
the program Is “trying to accomplish with the student” (35). "Outcomes are the achieved
resuits or the actual consequences of what the students demonstrate or accomplish” (35).
Erwin describes several different types of tests that can be used to determine
outcomes. He distinguishes between norm referenced and criterion referenced tests, and
identifies the two broad ways of classifyingassessment tests: “selected-response and
constructed-response fonﬁats" (55). Selected response tests require the student to select
from given choices such as, multiple-choice, true-false, and matching tests. Constructed
response tests require the student to supply an answer such as, completion and essay
tests, performances, or products. Experts cqnsider these kinds of tests as qualitative
measures. He also describes rating écales and checklists and gives suggestions for their
design and use. Erwin admits that there is no error-free method for establishing the cutoff
scores for tests. Users often establish cutoff scores by trial and error with adjustments
based on students’ test results. Several authors describe other methods, wherein content
experts make judgments about the importance of test items. Angoff's procedure requires
the judges to determine the probability that a minimally competent student can correctly
answer the test item. Martenza's procedure requires the judges to decide the importance
of each test item for the minimally competent student. Ebel directs that the judges
determine both importance and difficulty of test items. This method is troublesome because
judges confuse importance and difficulty. Erwin remarks that cutoff scores often have
arbitrary aspects and suggests discussions about the relative values of norm-referenced
and criterion-referenced tests and appropriate cutoff scores for each will continue.
Kingsbury (1992) reports in a publication of the National League for Nursing (NLN),
that the Angoff procedure is used to determine NLN examination cutoff scores for nursing

“challenge” examinations. The faculty of a school using the NLN examination becomes the
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panel of judges that decides the minimum score that would exempt the student from taking
the course.

Erwin {1991) maintains that when assessment is done to improve the educational
offerings, there are no "negative” findings. There will be positive findings and areas that can
be improved when the assessment has shown where improvements should be made. Itis
essential that the report list steps for action. An assessment that does not provide clear
direction to the decision maker, will fall short of its goals. "Data should support decisions
to be made, not decisions that have already been made" (145). Erwin concludes his book
by challenging educators to make the most of the opportunities to improve education
through assessment.

in 1991, Borecky, develops a health occupations evaluation project under a grant
from the Chancellor’s Office, California Community Colleges. The package consists of nine
survey instruments and a Scantron program on computer diskettes that aids in the
tabulation of data. Three of these instruments may have applicability in evaluating the
ambulatory care clinical experience. The instruments aii use a five-level Likert rating scale.
The first is "Student Evaluation of a Clinical Setting," a six-item survey. The second is
"Instructor Evaluation of a Cliinical Setting,” a nine-item survey. The third is "Agency
Evaluation of Student Experience,” a survey with twenty-one items, that also asks for
agency identification information and additional comments. These instruments ask very
general questions but they may be able to be modified so that more specific questions can
be substituted into this standard format. The use of optical scanning to input data makes
this system very attractive.

An extensive review of the literature was conducted in six areas: (1) current trends
in health care delivery, (2) Orem’s SCDTN, (3) the use of the second step of the nursing
process—nursing diagnosis, along with the critical thinking necessary to arrive at a nursing

diagnosis, (4) wellness and the prevention of iliness, (5) nursing practice in ambulatory care,
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and (6) evaluation of the ambulatory care experience. The literature reviewed provided
excellent background information, and many specific ideas that are incorporated into the
ambulatory care experience.
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Chapter 3
METHODOLOGY AND PROCEDURES
Introduction

The focus of the Major Applied Research Project was a revision of the Long Beach
City College ambulatory nursing clinical experience. The research was planned to
accomplish three purposes. The purposes of this study were to confirm the iieed for an
ambulatory nursing experience, to reconstruct the present LBCC ambulatory care
experience, and to develop a plan for evaluating the revised experience. Four research
questions guided the study:

1. What circumstances suggest a need for an ambulatory nursing care clinical
experience?

2. s the Long Beach City College vocational nursing program structured so that it will
support the ambulatory care clinical experience?

3. How shall Orem's seff-care deficit nursing theory, nursing diagnosis and critical
thinking, and welliness and prevention of iliness be integrated into the ambulatory care
experience?

4. How shall the ambulatory care clinical experience be evaluated?

This exploratory study also investigated the current status of ambulatory nursing
care to determine what should be taught to students. Stevens contrasts exploratory studies
with experimental research.

Exploratory research is the systematic inquiry that seeks to identify the salient

categories or characteristics of a given phenomenon. Until significant categories or

characteristics of a phenomenon have been identified, it is not possibile to perform

classic experimental research . . . (1984:204).

This exploratory research was designed to develop an adequate base of current information

to describe the characteristics of a clinical experience in ambulatory care and to provide a
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model for other nursing programs which might wish to use ambulatory care facilities as

leaming sites for student nurses.

Methodology

The development of a product was used in this study to solve the problem of revising
the ambulatory care nursing clinical experience. The clinical experience was improved by
synthesizing input from the review of the literature related to (1) recent changes in the
delivery of health care, (2) an analysis of the program structure that would support such a
clinical experience, (3) precepts elucidated in Orem’s (1991) Self-Care Deficit Theory of
Nursing (SCDTN), (4) the use of nursing diagnoses and critical thinking in ambulatory care
settings, (5) the parameters of wellness and iliness that are amenable to nursing care in
ambulatory care settings, (6) nursing care activities in ambulatory care settings, and (7)
guidelines to be used in evaluating the clinical experience.

Data to validate the leaming content of the ambulatory clinical experience were
gathered from several sources. Surveys were conducted with students who had
experiénced the revised ambulatory care experience, directors of vocational nursing
programs in Califomia, staff nurses working in ambulatory care facilities, and the Long
Beach City College vocationai nursing faculty. Personal interviews were conducted with
nursing administrators of ambulatory care facilities, the executive officer of the Board of
Vocational Nurse and Psychiatric Technician Examiners (BVNPTE), and a nursing
consultant from the BVNPTE.

Procedures
Recent Changes in the Delivery of
Health Care that Support the
Ambulatory Care Experience
Data to confirm the need for an ambulatory care clinical experience for student

nurses were gathered from the literature, from the directors of the ambulatory care agencies
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used by the LBCC vocational nursing students, the executive officer of the Board
of<<<MARK>>>

Vocational Nurse and Psychiatric Technician Examiners (BVNPTE), and from a survey of
the LBCC Vocational Nursing Advisory committee to determine their continuing need for
graduates of the LBCC vocational nursing program.

Literature review. The review of the literature examined the delivery of health care
from the early 1970s to thé present. The topics for the review included the following: (1) the
development of health maintenance organizations (HMOs), (2) the initiation of prospective
payment plans, (3) the growth pattems of HMOs and hospitals, (4) the development of
nursing centers managed and staffed exclusively with nursing personnel, (5) the history and
recent trends in the delivery of primary care by nurses, (6) changes in ambulatory care
companies as the industry matures, (7) the heaith care needs of an aging American
population, and (8) the continuing cycle of nursing shortage and excess. The literature that
was examined was selected from the areas of public health, medical business, nursing,
hospital statistics, general business, managed care, and ambulatory care.

Ambulatory care directors. Formal interviews with three directors of ambulatory care
facilities in Long Beach, were conducted, during the spring of 1992. The following questions
were asked: "in the next five years will ambulatory care growth change?” and "In the next
ten years will ambulatory care growth change?” The respondents were given the option of
answering, "Decrease,” "Stay about the same,” or "Increase.” They were also asked the
reason(s) for their choice and the arza(s) for change.

Executive officer of the BYNPTE. On February 25, 1992, the executive officer of the
BVNPTE was interviewed. She was asked to predict the future of LVNs in ambulatory care
during the next five and the next ten years. She was asked the following questions: "in the
next five years, will the number of LVN jobs in ambulatory care change?" and "in the next
ten years will the number of LVN jobs in ambulatory care change?" She was given the



option of choosing, "Decrease,” "Stay about the same,” or "Increase,” and was also asked
the reason(s) for her choice.

LBCC vocational nursing advisory committee. In May 1992, the LBCC Vocational
Nursing Advisory Committee was sent a survey to gather information about several matters.
One of the questions addressed the need for vocational nurses in the community. “Is there
a need for LVNs in your agency or area of concem?" "Does your agency support admitting
the maximum number (45) of students to the vocational nursing program each semester?
"Yes" or "no" responses were requested.

Strategies Related to the Revision
of the VN Program Structure

During regular and called facuity meetings, the five full-time Long Beach City College
vocational nursing faculty reviewed the cumiculum structure to determine whether it
supported the ambulatory care clinical experience. They analyzed three vocational nursing
program documents: the "Long Beach City College Philosophy,” "Curriculum Objectives,”
and the "LBCC Taxonomy of Nursing Diagnoses, Based on Orem's Theory of Nursing.”

Philosophy and curicuium objectives. As a part of the general review of the
curriculum structure related to the ambulatory care experience, the faculty compared the
Philosophy and Curriculum Objectives point by point, with the behavioral objectives and
leaming tools for the ambulatory care experience. The faculty had updated the philosophy
to incorporate Orem's Self-Care Deficit Theory of Nursing (SCDTN) when the nursing theory
was adopted in 1989. However, the review of the philosophy related to the ambulatory care
experience and nursing diagnosis revealed that neither nursing diagnosis nor the
ambuiatory care experience were adequately supported in the philosophy. To resolve this
problem, the facuity constructed a new section of the philosophy. The facuity aiso
compared the Curriculum Objectives with the behavioral objectives and leaming tools for
the ambulatory care experience.
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LBCC taxonomy of nursing diagnoses. The facuity created the vocational nursing
diagnosis taxonomy in 1990 and included fifty-six basic nursing diagnoses that had been
carefully selected from more than one hundred NANDA diagnoses. The faculty had
determined that these diagnoses were appropriate for naming the nursing problems
commonly encountered by vocational nurses in the care of hospitalized and ambulatory
clients. Califomia's Vocati_onal Nursing Practice Act requires that vocational nurses practice
*under the direction of a licensed physiclan, or a registered professional nurse” (BVNPTE,
1987:§2859). The faculty had decided that it was possible to teach vocational nursing
students how to make these fifty-six diagnoses, since the students would always be working
with the direction of a registered nurse.

During the review of cumiculum documents to support the ambulatdry care
experience, the faculty realized that the vocational nursing diagnosis taxonomy was biased
toward the medical model and did not reflect Orem’'s SCDTN. The faculty defined the
problem during a faculty meeting early in the spring semester of 1991. The faculty reviewed
the literature to determine how to revise the taxonomy. An article by Jenny (1989),
"Classifying Nursing Diagnoses: a Self-Care Approach,” was very helpful in that it
suggested using several of Orem’s concepts as major headings for the taxonomy.
Unfortunately Jenny's system was compilicated and added even more diagnoses than those
approved by the North American Nursing Diagnosis Association (NANDA), so it could only
provide suggestive guidance.

The faculty accomplished the revision of the taxonomy by using a modified Delphi
technique (Abbott et al., 1988). Three rounds of information gathering were used. For the
first round, a tentative taxonomy document based on Jenny's suggestions was distributed.
The faculty members made comments and suggestions and the results were tabulated. A
month later at a regular faculty meeting, the faculty used the results of the survey to create

new ideas for the taxonomy. After the faculty meeting, the new ideas were put into written
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form and distributed. Again the faculty members added revisions and suggestions. They
also shared the results of the first round with the students and had them try using the
taxonomy. After two months the results of this work were tabulated and presented at a third
faculty meeting. This time the meeting took place during the final examination period, when
more time was available to work out problems. For the last round of the Delphi procedure,
the faculty created the final instrument during the faculty meeting. A final decision was
delayed for two days to giQe adequate time for consideration. The faculty then met to share
evaluations and make final decisions. At this meeting the faculty members were able to
agree on a final format. Even though the process was long and arduous, the facuity agreed
that the new taxonomy would be tentative, until it could be put to a use-test by students.
However, the faculty also agreed that they wouid use the taxonomy for a year before
considering any further changes.

The facuity and students used and evaluated the revised taxonomy for a year.
During the fall of 1992, the faculty met at a regular faculty meeting and again revised the
taxonomy. This time the changes were primarily the resuit of experience and they were
accomplished easily, by consensus, during three subsequent facuity meetings. As a final
step the vocational nursing faculty determined that there was appropriate correlation
between the Taxonomy of Nursing Diagnoses and the six ambulatory care nursing leaming
tools. The current LBCC curriculum structure documents: philosophy, curriculum objectives,
and taxonomy of nursing diagnoses, are found in Appendix H, on page 276.

P jures Used to Revise | .
Materials for the Ambulatory
Care Experience

The original course. In the spring of 1988, when the ambulatory care experience
was first proposed, the program director of the LBCC VN Program petitioned the BVNPTE
for a waiver of the requirement that the experience in community heaith agencies could only

be fifty-four hours in length. The petition requested that the BVNPTE permit LBCC to offer
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a 108-hour ambulatory care experience. Based on the first draft of the clinical behavioral
objectives, the nursing consultant, Anderson, denied this request. Anderson explained that
the submitted behavioral objectives were too general and did not give the students enough
guidance to allow them to function in the clinical area without the supervision of an on-site
instructor. Since the students would be receiving only once-a-week supervision by a
teacher, the objectives must be much more detalled and specific, and must guide the
students in doing the pnec:se behaviors required during the experience. A new group of
behavioral objectives, an evaluation tool, and a set of six assessment and nursing care plan
instruments were then created to guide the students’ experience. Two directors of
ambulatory care facllities and the nursing supervisor of another agency reviewed and
approved these instruments. When the instruments were re-submitted to the BVNPTE, the
consultant approved of the plan and granted a waiver for a 108-hour clinical experience on
March 2, 1988. After three semesters, new teachers were assigned to the course and they
continued to use the original course materials until 1991.

The leaming experience package. The theory behavioral objectives, clinical
behavioral objectives, clinical evaluation, and student leaming tools, found in Appendix | on
page 281, delineate the leaming experiences used in the ambulatory care experience. As
part of the revision process for the leaming experience package, an extensive review of the
literature was conducted in five areas: (1) Orem's SCDTN, (2) the use of the second step
of the nursing process—nursing diagnosis, along with the critical thinking necessary to
arrive at a nursing diagnosis, (3) wellness and the prevention of iliness, (4) nursing practice
in ambulatory care, and (5) evaluation of the ambulatory care experience. The areas
investigated under each of these topics are delineated beiow. Although all the literature
reviewed provided excellent background information, only the specific ideas from this
review, that directly influenced the revision of the ambulatory care leaming package, are

summarized in Chapter 4, the results of the investigation.
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1 iew of the literat \ated to Orem's SCDTN.

1. Nursing theory development 5. Criticism of Orem’s SCDTN
2. Nursing theory in the LBCC VN 6. Application of Orem’s SCDTN
program 7. Differentiation between nursing and
3. Development and content of medical treatment
Orem’s SCDTN 8. Using Orem's SCDTN in the clinical
4. Use of conceptual models setting

1. Vocationai nursing's place inthe field 3. The vocational nursing scope of

of nursing and the entry-into-practice practice, the taxonomy of educational
controversy objectives, and nursing diagnosis

2. History of the nursing process, the 4. Ciitical thinking
place of nursing diagnosis, and its 5. Nursing diagnosis in the LBCC VN
meaning to nursing program

1. Definition of health 3. Nursing’s agenda for health care reform
2. National, state, and local perspectives 4. Other nursing perspectives on health
on weliness and prevention of disease care for weliness

In addition to the three areas related to the theoretical content of the leaming tools,
the literature was also reviewed relative to the clinical content for the leaming tools and
methods of evaluating the ambulatory care clinical experience.

The review of the literature related to nursing practice in ambulatory care. In this
area, two major subjects were researched. They are trends in ambulatory nursing care and

skills used in ambulatory care nursing.

The work of authors who wrote about program and course evaluation from 1949 to 1991
was examined. Some of the authors discussed basic theory of evaluation, while others
wrote only about evaluation in nursing. The nursing references inciuded evaluation
methods from both nursing theory and clinical nursing performance.

Anew text. The faculty adopted a new text, Health Assessment of the Older Adulit
by Eliopoulos (1990), for the fall of 1991. This text emphasizes health assessment of the
older adult. in the summer of 1991, the writer and Callahan, the teacher of the course,
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collaborated in writing new theory behavioral objectives that included the content of the
course and followed the order of the new text.

The clinical behavioral objectives. The clinical behavioral objectives are a set of
directions for using each of the six assessment and nursing care tools that are the basis for
the ambulatory care leaming experiences. In 1989, several slight revisions were made in
the clinical behavioral objectives to provide added clarification. in 1990, the time limitations
for the six leaming tools were added. However, the clinical behavioral objectives remain
essentially the same as when they were originally conceived and approved by the BVNPTE.
For five years, the students have been able to follow these directions and correctly
determine what they are to do during the clinical experience. The students’ appropriate
responses to the clinical objectives are evidence that the objectives provide clear direction
for the students’ behavior.

The sixleaming tools. The leaming tools were created to help students give quality
nursing care during short interactions when the focus is weliness. In ambulatory care, the
contact with clients may be as little as five minutes, as contrasted with a hospital contact
that occurs over an eight-hour day. In ambulatory care, the focus can be weliness and
prevention of iliness, whereas the hospital focus is usually curing of iliness. Students, who
are new to ambulatory care, need guidance as they leam to quickly assess clients’ potential
for preventing iliness and developing healthier life styles, determine a nursing diagnosis,
and develop, implement, and evaluate, a nursing care plan. The literature review related
to the leaming tools was done to either support or repudiate weliness as a major focus, and
to determine how fo incorporate Orem’s SCDTN.

The six assessment and nursing care leaming tools were originally based on the
medical model. The students were directed to assess the client using a head to toe, body
systems approach. After the vocational nursing department adopted Orem's Self-Care
Deficit Theory of Nursing (SCDTN)} in the fall of 1989, the facuity found that the instruments
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were asynchronous with the new departmental nursing care theory. in the spring of 1991,
a review of the literature revealed no specific guidelines for adapting materials from one
theoretical framework to another. However, Alfaro (1990:22) gives an example of a nursing
history organized according to Orem’s theory. In this exampie Holy Family College
Department of Nursing in Philadelphia arranged a nursing history under Orem'’s eight
universal self-care requisites. Further guidance was found in Better Documentation (1992),
one of the books in the Clinical Skillbuilders series. In this reference, an assessment form
organized by the medical (biological systems) model is compared with two nursing
assessment fooms. One of these forms is organized with NANDA's human response
pattems. The other is arranged under Gordon's (1982) functional heaith pattems. Some
of the data that the nurse needs to collect are similar for both the medical model and the two
nursing models. However, the form based on the medical model, emphasizes physiological
function, assessed in a head-to-toe order. In the two nursing forms, a more holistic
approach is taken and the client's responses to his/her situation are also addressed. None
of the published nursing assessment toois used a head-to-toe, body systems order for the
assessment. These nursing models served as sources for the revision of the ambulatory
care leaming tools.

For the revised version of the Quick Head to Toe and the Nursing Physical
Assessment, the following sequence of Orem's universal self-care requisites was devised
by this writer: Normalcy: 1a Physical integrity, 1b Psychological integrity, 1¢c Development,
2. Social Interaction/Solitude, 3. Activity/Rest, 4 Safety, 5. Air, 6. Water, 7. Food,
8. Elimination (see Appendix |, pages 287 and 289). This sequence worked well for the
Quick Head to Toe, but on pilot testing for the Nursing Physical Assessment the order of
assessments proved to be impractical. The nurse needs to do certain measurements and
tests, such as weight and vision testing, outside the examining room. S/he should do other

tests, such as a mental status test, before the client undresses and must listen to the chest
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to assess breath sounds while the rlient is wearing a gown. The beginning leamer finds the
process much easler if the form directs the sequence of observations. Therefore, the topics
for assessment were retained as Orem's Self-Care Theory suggests, but the order was
arranged for practical considerations.

For the "Self-Care History and Action Plan,” the assessment topics are again
indicated by Orem's Self-_Care Theory, but the order was suggested by Eliopoulos (1987):
1. Ventilation and Circulation; 2. Nutrition; 3. Excretion and Hygiene; 4. Activity, Rest, and
General Comfort; 5. Solitude and Social Interaction; 6. Safety; and 7. Normalcy of Setf-
Concept. An eighth category, Spiritual Satisfection was added by this writer (see Appendix |
page 288.

In the original leaming tools History Form and Physical Form were included. These
forms were adaptations of a doctor's History and Physical. An analysis of the Self-Care
History and Action Plan showed that it included most of the information on the original
History Form. Therefore, the History Form was eliminated. The title for the Self-Care
History and Action Plan was shortened. The title for the Quick Head to Toe and the
Physical Form was changed avoid the reference to the medical model.

The original text for Developmental Levels: Older Adult was Gerontological Nursing
by Eliopoulos (1987:69-70). Eliopoulos uses Orem’s SCDTN as the theoretical framework
for her book. She states:

Sound nursing practice is based on a theoretical framework: an organized statement
of principles that guide actions. Theoretical frameworks can make nursing care
easier and more effective by offering systematic approaches that can be used for
every patient. Of the various theories available to nurses, Orem’s self-care theory
is particularly relevant to geriatric care . . . Using the basic principles of Orem’s
theory, a self-care model for gerontological nursing practice can be developed.

The last three leaming tools: Drug Profile, Nutrition Profile and Teaching Plan, and
Range of Motion and Muscle Strength Assessment and Plan, were originally devised using
Eliopoulos's concept of Orem’s SCDTN (1987) (see Appendix |, pages 290, 291, and 292).
The tools were designed to help the student gather information about the drugs the client




is taking, the diet s/he eats, and the exercise s/he should be doing. After the student
corrects any of the client’'s misconceptions and teaches any required new information, the
client should be able to manage these areas by himself or herself. This is the essence of
self-care, so the content of the forms did not need to be changed. The foomat and spacing
of these leaming tools was slightly rearranged and the tities were changed to make them
more reflective of Orem’s Theory. |

During the nevisioﬁ process, the vocational nursing faculty compared each of the
leaming tools with the following LBCC VN program documents: "The Philosophy,”
“Curriculum Objectives,” "Orem’s Self-Care Deficit Theory of Nursing,” and the "LBCC
Taxonomy of Nursing Diagnoses” (see Appendix H, page 276). The facully evaluated the
leaming tools to make sure they were reflective of the philosophy, curriculum objectives,
and theory base for the program. After the revisions were completed, the vocational nursing
facutty evaluated the six leaming tools used in the ambulatory care experience and judged
whether they adequately related to Orem's SCDTN.
Interview Procedures

Personal telephone interviews were conducted with Haynes, Executive Officer of the
California Board of Vocational Nurse and Psychiatric Technician Examiners (BVNPTE)(see
Appendix A on page 224) and Anderson, nursing consultant for the BVNPTE (see Appendix
B on page 235). The questions were sent to the BVNPTE officials two weeks before the
interview so they could prepare their answers. The purpose of the interview with the
executive officer of the BVNPTE was to gather information about (1) the present and future
place of the vocational nurse in ambulatory 6are. and (2) future trends in vocational nursing
cumricula. The purpose of the interview with the nursing consuitant of the BVNPTE was to
gather information about (1) the structure of an ambulatory care clinical experience, and
(2) skills to be leamed in ambulatory care facllities. Haynes was interviewed on February

25, 1992, and Anderson was interviewed on April 3, 1992. Some of the answers from the
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BVNPTE executive officer were compared with the responses to the same questions that
were asked of the three ambulatory care administrators. Other questions were unique to
the executive officer. All the responses are summarized and presented in narrative form.
Some data from the BVNPTE nursing consultant were compared with the data from the
faculty survey (same form). | These data are also compared with the responses of
ambulatory care staff nurses and the directors of Califomia vocational nursing programs
(similar form). These comparisons are presented in Table 8, on page 160. Additional
comments from the BVNPTE nursing consultant interview are presented in narrative form.

Personal interviews were conducted to get information and recommendations from
the three administrators of the ambulatory care agencies in Long Beach used by the LBCC
vocational nursing program (see Appendix C on page 244). The purpose of these
interviews was to gather information about: (1) present and future trends in ambulatory care,
(2) the structure of the ambulatory care experience, (3) and theory content of the ambulatory
care experience. The interview with Andrastek, Associate Director of Nursing for FHP, Inc.,
was conducted on April 10, 1992. The interview with Malloy, Director of Nurses for Long
Beach Comprehensive Health Care was conducted on April 14, 1992. The interview with
Robbins, Director of Nurses for Harriman Jones was conducted on April 17, 1992.
information from the interviews with agency administrators was compared, summarized and
presented in narrative form. Each of the five interviews was about one hour long.
Survey Procedures

Four surveys were conducted. The student survey was pilot tested during a regular
class period, with the December 1991 third-semester vocational nursing class. The
students had all completed the ambulatory care nursing experience. The survey was
finished, without difficulty, in approximately ten minutes. After attempting to document the
results, one question was changed from a negative statement to a positive statement so that

all six questions wouid have a similar format. In May 1992, the third semester vocational
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nursing students were surveyed after they had completed the ambulatory care experience
(see Appendix D on page 251). The purpose of the questionnaire was to evaluate the
effectiveness of the Long Beach City College ambulatory care leaming projects in guiding
student leaming in the clinical area.

The staff nurses' survey was pliot tested with three vocational nurses, in January
1992. The survey was completed in approximately fiftees. minutes. After the pilot testing,
the form of the survey was modified. Seven questions were asked about the staff nurses’
school experiences in ambulatory care. The original questions asked both how and where
leaming experiences were obtained within the same question. The pilot study group judged
that this was confusing so the questions were changed so each one had a separate "A" part
and "B" part. The first part asked "How did you leam to perform ____ 7" The second part
asked *Where did you leam to perform ________ 7" The pilot test group judged that the
change made the questions much clearer. No other substantive changes were madein the
instrument. The staff nurses’ survey is in Appendix E on page 257.

The regional director of FHP, inc. was contacted regarding the feasibility of using
FHP, Inc. ambulatory care staff nurses to complete the nurses’ survey. The regional
director invited the researcher to the February meeting of the directors of Long Beach and
Orange County FHP, Inc. ambulatory care facilies. The purpose of the survey was
explained to the group. The directors of the five facilities that provide leaming experiences
for Long Beach City College students then agreed to conduct the survey. Sufficient survey
instruments for all the staff nurses at each agency were distributed to the directors. The
directors agreed to retum the completed survey instruments to the FHP, Inc. comorate
office within a month, so the forms could be picked up by the researcher. Approximately
two hundred survey instruments were given to the directors. Exactly how many they
distributed to the staff nurses is not known, but 113 completed survey instruments were

retumed to the researcher. The purpose of this questionnaire was to gather information
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about (1) staff nurses’ actual educational preparation for ambulatory nursing and (2) staff
nurses’ ideas about the kinds of educational experiences that would have been useful as
preparation for ambulatory care nursing.

A survey of the eighteen members of the Long Beach City College vocational
nursing faculty was conducted in May of 1992 (see Appendix F on page 264). Three full-
time members of the faculty pilot tested the instrument. They were able to complete the
survey in fifteen to twen& minutes. They did not suggest any changes in the instrument.
The researcher gave the survey instrument to the other two full-time faculty members.
Questionnaires were mailed to the thirteen part-time faculty members. The faculty members
were asked to respond to the same questions that were asked in the interview with the

nursing consultant. The purposes for gathering the information were the same as the

purposes for the consultant’s interview.

In January 1992, a survey instrument was pilot tested with ten program directors at
an officers’ meeting of California Vocational Nursing Educators. Several changes were
made in response to suggestions made by these directors. The questions about the
schools and the students were clarified and rearranged. The seven survey questions were
also modified by separating each question into an "A" part and a "B" part. This divided the
question into a part that asked where students leam, and a second part that asked where
students practice. Also, the term, "practice” was substituted for the term, “teach,” in the
responses. The responses then read, "Our students do not practice this skill . . . ." instead
of "We do not teach this skili . . . .*

In February of 1992, the modified surveys (see Appendix G on page 270) were
mailed to eighty-three vocational nursing schools. The responses indicated that there are
approximately seventy-five active vocational nursing schools in Califomia. The exact
number of active schools is not available from the BVNPTE because some schools are
listed by the board as accredited schools, even though the institutions have closed. A
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reminder letter, personally addressed to the director, was sent three weeks after the original
letter, to all those directors who had not responded. In March 1992, at a state conference
of vocational nursing educators, a few directors were given another copy of the survey
instrument, and completed and retumed the survey at the conference. The purpose of this
survey was to determine where skills that are preparation for ambulatory nursing care are
taught in Califomnia vocational nursing schools.

Data from the surQeys were collected and categorized. Typical descriptive statistics
of frequencies and percents were computed for all four surveys, using an Excel
spreadsheet. Because of the exploratory nature of the questionnaires there was no need
for statistical evidence to confirm or deny any hypothesis, so no statistical comparisons
were made between or among groups. |

From the data collected, trends and suggestions emerged about the future of
vocational nursing in ambulatory care, appropriate content for an ambulatory care
experience, and how the Long Beach City College ambulatory care experience should be
modified. These data are reported in Chapter 4.

The Collection of Data Related to
Evaluation of the Ambulatory
Care Experience

The immediate assessment. The evaluation of the ambulatory care clinical
experience has two parts: an immediate assessment and an on-going assessment. The
LBCC vocational nursing facuity did the immediate assessment to evaluate the revised
behavioral objectives and six assessment instruments. The faculty measured these
elements against Tylers (1949) four fundamental cumicuium deveiopment qu&sﬁons.
Tyler's questions are as follows: (1) What educational purposes should the vocational
nursing program seek to attain? (2) What educational experiences can be provided that are
likely to attain these purposes? (3) How can these educational experiences be effectively
organized? (4) How can the faculty determine whether these purposes are being attained?
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The ongoing assessment. Ongoing assessment is planned but will not be done as
a part of this study. Amuitipie choice test, worth sixty percent of the final examination grade
(150 of 250 points) will assess the students’ knowledge of appropriate nursing responses
to client situations. The classroom teacher will give this part of the final examination.

The students’ ability to apply theory to practice will be judged with a paper-pencil test
of assessment skills, critical thinking, and planning skilis. This section of the examination
will be worth twenty-four bercent of the final examination grade (sixty of 250 points). The
classroom instructor will give to the students, three written scenarios about ambulatory care
clients. The written information will contain sufficient data to enable the students to assess
the seff-care needs of the ambulatory care clients described in the scenarios. The students
will use two "Quick Aduit Assessment” and one "Self-Care History” to write the assessments
and determine which assessments are significant. They will then determine what to do with
or for the client, and will write a plan explaining their intended actions.

The final sixteen percent of the examination (forty of 250 points) will evaluate nursing
skills. This part of the final examination score will be based on the ambulatory care
instructor’'s evaluation of the students’ ability to perform selected clinical skills. During the
ambulatory care experience the students must amrange to have their co-assigned staff
nurse(s) validate their ability to perform twenty-seven skills. These skills, with a point value
for each, are listed on the clinical evaluation form (Appendix | on page 286). In the
ambulatory care syllabus, there is an evaluation sheet for each skill that outiines the critical
elements for the skill. If the staff nurse determines that the student is abie to perform each
critical element, s/he gives the student full credit for that skill and she signs the ekill sheet.
The clinical teacher will validate the completion of the skill sheets with the staff nurses and
record the points eamed on the Clinical Evaluation Form. The students can eam forty
points for satisfactorily performing ali twenty-seven skills. The classroom instructor will then

incorporate these points into the final examination score.
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Chapter 4
PRESENTATION OF RESULTS
Introduction

The results of this study were accumulated from several sources. An extensive
review of the literature was done. Interviews were conducted with experts in the field of
ambulatory care and with officials from the Califomia Board of Vocational Nurse and
Psychiatric Technician Examiners. Surveys were done to collect information from students
who have completed the ambulatory care experience, staff nurses working in ambulatory
care, directors of Califomia schools of vocational nursing, and the LBCC vocational nursing
advisory committee. Information from all these sources has presented a remarkably
homogeneous picture of ambulatory care and the knowledge and skilis needed by nurses
in this nursing specialty. This information has been used to revise the ambulatory care
experience for vocational nursing students at Long Beach City College.

Results
Recent Changes in the Delivery of
Ambilaiory Gars Experence

Information about the need for an ambulatory care clinical experience for student
nurses was obtained from the literature, from the directors of the ambulatory care agencies
used by the LBCC vocational nursing students, the executive officer of the Board of
Vocational Nurse and Psychiatric Technician Examiners (BVNPTE), and from a survey of
the LBCC Vocational Nursing Advisory committee to determine the continuing need for
graduates of the LBCC vocational nursing program.

Literature review. The writers whose work was examined in the review of the
literature, unequivocally predicted that ambulatory care would continue to increase and

hospital care would decrease. Aithough there have been slight variations from year to year,
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the authors indicated that the present trends will continue into the foreseeable future. The
high costs of inpatient care will continue to cause shrinkage and consolidation of hospital
delivery of care, while the delivery of ambulatory care will increase.

Every author who discussed the delivery of health care suggested that preventive
care is needed to avoid the pain, suffering, and expense of the curative care. The medical
community is primarily oriented toward cure rather than prevention. However, both the
businesses that pay for workerinsurance and the health maintenance organizations (HMOs)
that provide care to workers, find it profitable to keep employees and clients healthy. The
profitability of good health for workers will result in greater efforts toward the prevention of
iliness. Since preventive care is primarily delivered in ambulatory care settings, an increase
in preventive care results in increased ambulatory care.

As the American population ages, there will be more chronic ilinesses that cannot
be cured with one or a few visits to a health care practitioner. Care for chronic iliness is
primarily delivered in ambulatory care settings. Thus, the graying of America will result in
an increasing demand for ambulatory healith care.

The need for nurses was another change in health care that was investigated. itis
predicted that if the overall trend in the supply of nurses continues the same, there will not
be enough nurses to meet future demands. However, the supply will continue to cycle with
economic conditions. During a recession some nurses, who have been out of the work
pool, retum to the work force to augment family incomes. On the other hand, good
economic times with low unemploymenrt of heads of households tend to decrease the
number of nurses in the work force. Even so, the overall need for both vocational and
registered nurses will increase and for the rest of the century, the supply of nurses will not
keep up with the demand.

in summary, all the trends identified in the literature indicate a continuing growth in

ambulatory care. The high cost of hospital care Is forcing clients to seek care in ambulatory
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settings, thus expanding their growth. Preventive czre, delivered in ambulatory facilities,
is increasing because it saves money. Chronic iliness, seen in the aging population, is
swelling the need for ambulatory care. Finally, there will be an increasing need for more
nurses to work in ambulatory care éettings.

Ambulatory care directors. Three directors of ambulatory care facilities in Long
Beach were interviewed. They all responded that they felt ambulatory care would grow in
the next five years and als;o in the next ten years. The directors gave the following icasons,
Andrastek, (1992), the regional director of a large corporate HMO, said that ambulatory care
is an efficient, cost-effective way to deliver excellent heaith care to a large number of
people; therefore, it will continue to grow, especially in the areas of home health and day-
surgery.

Malloy (1992), the director of a Los Angeles county ambulatory care clinic, stated
that ambulatory care has already ircreased in Los Angeles county facilities and will continue
to increase gradually over the next ten years. Shorter stays in the hospital mandate follow-
up care in the community in ambulatory care facilities. Urgent care centers are developing
rapidly to provide care, early in an iliness, so clients will not become so sick that they require
hospitalization. The plans to implement the fede;al govemment recommendations for
“Healthy People 2000 are well underway and they are primarily focused on ambulatory
delivery of health care.

Robbins (1992), the director of a large, local, privately owned, ambulatory care
facility, explained that hospital care costs are so high that their business and industrial
customers cannot afford to provide hospitalization benefits when employee health problems
can be managed on an ambulatory care basis. Also, the aging population, with many
chronic illnesses, needs on-going ambulatory management to maintain reasonable health

and prevent the costly hospitalizations. Robbins feels that the area of greatest growth will
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be in ambulatory surgery. New laser technology is permitting surgeons to do major surgery
such as gynecologic procedures and cholecystectomies on a day-surgery basis.

Executive officer of the BVNPTE. The Executive Officer of the BVNPTE, Haynes,
(2/25/1992) responded to a question about LVN ambulatory care job growth by commenting
that the jobs would increase for five years and then might level off for the following five
years. She feels that growth in ambulatory care jobs for LVNs will increase because
ambulatory care is cost effective and many clients need continuing care after early
discharge from the hospital. Also, Haynes feels that clients need preventive care that is
best given on an ambulatory care basis. Haynes believes that health care reform will occur
in the next five years, with increases in ambulatory care during that time, but once the
reforms are in place, she sees a period of stabilization when there will be only the changes
needed to accommodate the increasingly aging population.

LBCC vocational nursing advisory committee. The members of the Vocational
Nursing Program Advisory Committee were surveyed to determine the agency’s need for
vocational nurses and to ask whether the maximum number of vocational nursing students
should he admitted to the VN program. Twelve of twenty-two community members of the
advisory committee responded to the survey for a response rate of fifty-five percent. All
twelve agency representatives responded “yes” that more vocational nurses are needed
and that LBCC should admit the maximum number of vocational nursing students.

In summary, the literature about recent changes in health care delivery, and
interviews with three directors of ambulatory care agencies showed that there is, and will
continue to be, growth in ambulatory care facilities. Haynes (2/25/1992) responded that
there is a need to educate more vocational nurses to give care in ambulatory care facilities.
The members of the LBCC VN Advisory Committee reported a continuing need for more

vocational nurses in Long Beach, Califomnia.




Stru R

Program to Support an
Ambulatory Care Experience

The five ful-time members of the vocational nursing faculty reviewed three
documents: the "Long Beach City College Philosophy,” "Curriculum Objectives,” and "LBCC
Taxonomy of Nursing Diagnoses, Based on Orem's Theory of Nursing” to determine that
the cumiculum structure supports an ambulatory care experience (see Appendix H,
page 276.)

Philosophy and curriculum objectives. The faculty determined that the philosophy
supported an emphasis on wellness and prevention of iliness (see Appendix H, page 277).
However, the review related to the ambulatory care experience and nursing diagnosis
revealed that neither nursing diagnosis nor the ambulatory care experience were adequately
supported in the philosophy. To resolve this problem, the faculty added the following
section to the philosophy in June of 1991.

Vocational nursing education is the preparation of beginning level nurses who have

the knowledge and skills to care for stable clients. These clients may be adults or

children who need hospital, skilled nursing, or ambulatory care for acute or
chronic lilnesses. The Califomia Vocational Practice Act (1987:92, 94) declares

“the practice of licensed vocational nursing to be a profession,” that is "practiced

under the direction of a licensed physician, or registered professional nurse.”

Students may terminate their formal nursing education upon completion of the

vocational nursing program, or may continue to higher levels of professional nursing

education. In either case, they must have a strong foundation of basic nursing
theory, skill in using the language of nursing to communicate with other heaith
care workers, and socialization into the ethics, responsibilities, and privileges of
professional client care.
The faculty found that the "Curriculum Objectives” adequately supported the ambulatory
care experience (see Appendix H, page 279).

LBCC taxonomy of nursing diagnoses. The nursing content taught in the LBCC VN
program is defined by fifty-six selected nursing diagnoses. The faculty have categorized
these fifty-six nursing diagnoses into a taxonomy by using Orem's universal self-care

requisites as the organizing principie (see Appendix H, page 280). The instructors teach
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the students to use the nursing process to implement the nursing content related to the fifty-
six nursing diagnoses.

When the LBCC VN faculty first evaluated the correlation between the taxonomy of
nursing diagnoses and the ambulatory care leaming tools, they determined that neither the
taxonomy nor the ambulatory care leaming tools were congruent with Orem’s Self-Care
Deficit Theory of Nursing. At that time, the taxonomy of nursing diagnoses was arranged
by biological systems (médical model) rather than being classified under Orem's Self-Care
Deficit Theory of Nursing (SCDTN). To rearrange the taxonomy, the facuity reviewed the
literature and used the modified Delphi method reported in Chapter 3 (Abbott et al., 1988).
Upon completion of this work, the fifty-six nursing diagnoses are aanged under Orem’s
Universal Self-Care Deficits and the faculty is satisfied that the Taxonomy of Nursing
Diagnoses is congruent with Orem’s Theory.

After comparing the Taxonomy of Nursing Diagnoses with the ambulatory care
theory and clinical behavioral objectives (Appendix |, page 284) and the six leaming tools
(Appendix |, pages 287 through 292), the vocational nursing faculty agreed that there is an
appropriate relationship among these documents.

Revisions in the | ing Materials 1
the Ambulatory Care Experience

The review of the literature related to Orem’s SCDTN. The resuilts of the literature
review support the integration of Orem’s SCDTN into the ambulatory care experience. The
key findings that supported or influenced the revision of the ambulatory care experience are
summarized below.

Nursing theory provides a framework that defines the nurse’s role and directs each
step of the nursing process. Fawcett (1484:199) says that Orem's SCDTN provides "an
explicit and specific focus for nursing actions that is different from that of ¢cther health care
professions.” Fawcett also points out that the strengths of Orem’s SCDTN are the idea of

self-care for individuals along the health continuum, the supportive-educative nursing
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system, and the theory's usefulness for individuals in different settings and age groups.

Fawcett's comments helped justify using Orem's SCDTN as the organizing principle for the
ambulatory care experience. Her work also supports the use of supportive-educative
nursing as a major nursing intervention in the ambulatory care setting.

The National League for Nursing (NLN) sets accreditation standards for nursing
programs and requires a theoretical framework for accreditation of nursing programs
(Deloughery, 1991). NLN believes that nursing theories are useful to educators because
they "provide definitive content-organizing strategies for the cumiculum” (Bevis, 1989:99).
“Nursing models can direct each component of nursing practice and assist nurses to collect,
organize, and classify data; understand, analyze, and interpret the client’s health situation;
plan, implement, and evaluate nursing cal:e: [and] explain nursing actions™ (Deloughery
1991:49). NLN accreditation standards and the work of Fawcett, Bevis, and Deloughery
suggested the major change in the six leaming tools. The content was not changed
radically, but the amangement and classification of the content were modified to fit under
Orem's universal self-care deficits.

Since 1970, ten nurse theorists have published books describing their own theories
(Deloughery, 1991). From 1971 to 1991 Orem has written four editions of her book about
the self-care deficit theory of nursing. Orem (1991) first described her theory in 1958 to give
meaning to the nursing tasks being taught in a practical nursing training program sponsored
by the U. S. Department of Education. Orem defined self-care as the personal care that
human beings require each day and proposed that a person who Is unable to provide self-
care has a self-care deficit and has a legitimate need for nursing care. Some authors
criticize Orem's SCDTN because the explanatory language is difficult to comprehend.
However, her critics also praise the theory because it has found such wide acceptance in
education, practice, and research (Parse, 1987). The finding that Orem's SCDTN was
originally described as an organizing principle for a practical nursing program, supported
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the use of the theory in the LBCC VN Program, as did the facts that the theory has been
published and has found wide acceptance in many areas of nursing.

Alfaro (1990) and Carpenito (1992} explain that nursing diagnoses are different from
collaborative problems and from medical diagnoses. A nursing diagnosis describes a
human response to an actual or potential health problem. The response can be identified
and independently treated by a nurse. A collaborative health problem is a complication of
a medical problem that a .nurse may treat independently or in collaboration with a doctor.
A medical diagnosis is a pathophyslological problem of an organ or body system that Is
identified and treated by a doctor (Steiger and Lipson, 1985; Alfaro, 1990; Carpenito, 1992).
These distinctions are important when nursing assessment instruments are being devised.
During the development and revision of the ambulatory care leaming tools, these
characteristics were carefully considered to make sure the nursing students were not
directed into areas of medical assessment or care.

When using Orem’'s SCDTN in the clinical setting, Steiger and Lipson (1985:35)
suggest using the term “reason for contact" rather thar: “chief complaint,” to describe the
client's motivation for seeking care. This change was made on all the assessment forms.
Steiger and Lipson also confirmed the selection of the areas of nutrition and exercise as

subjects for two of the ambulatory care leaming tools.

results of the literature review in the areas of nursing diagnosis and critical thinking support
the LBCC faculty decision to teach critical thinking and had an important fundamental
influence on the design of the ambulatory care leaming tools. Basic educational theory
related to the issue of critical thinking is the Taxonomy of Educational Objectives (Bloom
etal., 1956). The taxonomy is the source for the idea that the cognitive domain is divided
into knowledge and intellectual abilities that include comprehension, application, analysis,
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synthesis, and evaluation. Bloom and his colleagues equate critical thinking and intellectual
abilities and feel that all levels of leamers use all intellectual abilities.

The National Council of State Boards of Nursing, controls the state licensing
examination for vocational nurs&s' (NCLEX-PN). The NCLEX test plan does not include
nursing diagnosis questions because NCLEX deems this knowledge and the critical thinking
required to make a diagnosis to be beyond the scope of practice of vocational nurses. For
vocational nursing students, NCLEX uses the 1960s version of the nursing process that leaves
out the diagnostic step. This decision influences many vocational nursing schools to teach
their students to depend on the registered nurse to think for them and to do only what they
are ordered to do.

in June 1992, Haynes, the Executive Officer of the Board of Vocetional Nurse and
Psychiatric Technician Examiners (BVNPTE) clarified the Board’s position related to the
issue of nursing diagnosis. The National Council's determination that making nursing
diagnoses is the exclusive prerogative of the registered nurse constrains the BVNPTE in its
interpretation of vocational nursing’s scope of practice. The BVNPTE considers analysis and
synthesis and thus critical thinking and making nursing diagnoses to be beyond the scope
of practice for California vocational nurses. Haynes and her colleagues emphasize that it
is essential for students be taught in such a way that they do not inadvertently go beyond
the scope of practice for vocational nurses.

At Long Beach City College the vocational nursing faculty does not ascribe to the
minimalist idea that vocational nurses do not do analysis and synthesis. In addition, the
California Education Code (1992, Title V, Chapter 6, § 55002) requires that the associate
degree vocational nursing curriculum include critical thinking. Therefore, the students are
taught critical thinking and nursing diagnosis and the ambulatory care leaming tools require
students to make nursing diagnoses. However, based on the information from BVNPTE, the

following information was added to the behavioral objectives for the experience before
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implementing any of the plans required in the leaming tools, you must have the diagnosis
and plan signed by your co-assigned nurse If s/he is an RN, or by her supervisor if she is
not an RN (see Appendix |, page 284).

original purpose for the leaming tools was to guide students in assisting clients who were
developing healthier life styles and preventing illness. All the authors in the literature review
advocated nurses’ suppoﬁ of wellness and iliness prevention in the ambulatory care setting.
Nursing's Agenda for Health Care Reform (1991) includes a plan to offer primary care in
community settings (ambulatory care) and consumer responsibility for personal health and
self-care. All six ambulatory care leaming tools reflect the latter concept. The result of this
literature review is confirmation that the subject matter for the six ambulatory care leaming
tools is emphatically supported and justified as an important component in a nursing

curriculum.

authors consulted regarding nursing practice in ambulatory care supported the kind of
nursing care taught during the ambulatory care experience. Four organizations, The Center
for Research in Ambulatory Héalth Care Administration (Knutson, 1989), The American
Academy of Ambulatory Care Nursing Administration (Hastings, 1987), Joint Commission
on Accreditation for Hospitals (1890), and FHP, Inc. Regional Ambulatory Nursing (Geffers,
1990) set standards for ambulatory care nursing that are similar to those required of the
students during the ambulatory care experience. This similarity justifies the inclusion of
such practice in the ambulatory care experience.

The review of the literature related to evaluation of the ambulatory care experience.
Five sources directly influenced the evaluation of the ambulatory care experience. The work
of Tyler (1949) provided the format for the initial evaluation of the ambulatory care
experience. McPherson and Dunatov (1978) asked the questions that served as the basis
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for the student survey, designed for this study. Levine (1978) contributed ideas related to
paper-pencil testing of clinical knowledge. Hart and Waltz (1988) presented suggestions
for outcome evaluation of student achievement in an ambulatory care experience. Borecky
(1991) offered three survey instruments that will be modified for use in the ongoing
evaluation of the ambulatory care experience.

Change of the text. The text, Health Assessment of the Older Adult, by Eliopoulos
(1990) was adopted in 1§91. Using this text, theory behavioral objectives were developed
through collaborative work between the researcher and Callahan (1991), the lecture teacher
for the LBCC VN course, Developmental Levels: Older Adult. These behavioral objectives
relate to the Eliopoulos text and the other course documents and the program documents.
Because a major emphasis in the ambulatory care clinical experience is the improvement
of assessment skills, the adoption of this text resulted in a very close correlation of theory
and clinical practice.

Reyvision of the clinical behavioral objectives. After the initial embulatory care
experience was approved, the researcher progressively revised the clinical behavioral
objectives for added clarity (see Appendix 1, page 284). The time limitations for the six
leaming tools were added in 1990.

Revision of the six leaming tools. After evaluating the original ambulatory care
leaming tools, the facuity determined that in many ways they reflected the medical model
rather than a nursing model. Both the content and the order of assessments for the leamning
tools needed to be changed to relate better to Orem’s SCDTN, a nursing theory. For the
revised versicns of the "Quick Head to Toe," the "Self-Care History and Action Plan,” and
the "Nursing Physicai Assessment,” the assessments were amranged to follow a sequence
of Orem’s universal self-care requisites. The titles were also changed. The "Quick Head
to Toe" became the "Quick Adult Assessment." The "History Form" was dropped, its
content integrated into the "Self-Care History and Action Plan,” and its titie was changed to
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the "Self-Care History." The title for the "Physical Form" was changed to "Nursing Physical
Assessment” (see Appendix |, pages 287 through 289).

The content of the last three leaming tools was not changed since they had already
been designed to reflect Orem’'s SCDTN. They were modified to improve the format and
spacing. The titles were changed to make them more reflective of Orem’s Theory. The
*Drug Profile” became "Self-Care Management of Medications.” The "Nutrition Profile and
Teaching Plan" was re-titied, “Self-Care Management of Diet" The "Range of Motion and
Muscle Strength Assessment and P}an," was changed to "Self-Care Management of
Exercise” (see Appendix H, pages 290 through 292).

After comparing the ambulatory care leaming tools with the LBCC VN program
philosophy, curriculum objectives, and nursing theory, the faculty concluded that there was
appropriate comelation between the supporting cumiculum documents and the revised
ambulatory care leaming tools. After the revisions were compieted, the vocational nursing
faculty determined that the six leaming tools used during the ambulatory care experience
adequately relate to Orem’s SCDTN.

Interview Results

Interviews with four nurse leaders. Ms. Billie Haynes, Executive Officer of the
BVNPTE has a master's degree. Her clinical experience includes practice as a staff nurse,
head nurse, supervisor, and director of nurses. She has taught nurse aides, vocational
nurses, and regisiered nurses working for a bachelor’s degree. Haynes has been the
executive officer of the Califomnia BVNPTE for the last fourteer: years.

Ms. Barbara Andrastek, is Associate Director of Nursing for FHP, Inc., a large
corporate health care provider. Her preparation for the position includes a master’s degree,
twelve years of ambulatory care experience, work in public health, industrial medicine, post-
anesthesia, surgery, and experience as a clinical instructor. Andrastek has worked for a
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private physiclan group, and has been both a staff nurse and a manager for a health

maintenance organization.

Ms. Bemadine Malloy is Director of Nurses for Long Beach Comprehensive Health
Care, a Los Angeles county ambulatory care facility. Ten years of staff nursing at Los
Angeles County/USC Madical Center, and a bachelor’s degree, are a part of the preparation
for her position. Malloy has been a head nurse, supervisor, assistant director of nurses, and
has held in her present positlon as director of nurses, for the last eight years.

Ms. Doris Robbins is Director of Nurses for Harriman Jones, a large, local, private
ambulatory care agency. Preparation for the position includes a diploma In nursing, work
as a nursing supervisor in a doctor’s office, and a position as assistant director at Harriman
Jones. Robbins has worked in ambulatory care for thirty-one years and has had her present
position for the last year.

During the interviews with Haynes, Andrastek, Malioy, and Robbins, eight common
questions were asked. The purpose of these questions was to obtain information about the
future activities of vocational nurses related to wellness and the prevention of iliness. These
eight questions are listed below, with a summary of the responses following each question.
Question: In the next five years, will the amount of preventive nursing care practiced by

LVNs in ambulatory care change?

Answers: Haynes said that the amount of preventive nursing care will remain the same
because there will not be funding to make the change. However, she feels that
prevention of iliness is the ideal way to promote excelient health care.
Andrastek, Malloy, and Robbins all said preventive nursing care would increase.
Andrastek commented that this would be due to the aging population needing
more preventive teaching, especially in the area of lung, cardiac, cancer and
diabetic teaching. Malloy said that by the year 2000 vocational nurses will have
much more responsibility for basic prevention teaching and registered nurses




Question:

Answers:

Question:

Answers:

Question:

would be doing only the teaching that requires more depth. Robbins said
vocational nurses cost less, so they will be hired to do the job. She gave as an
example, the fact that Medicare has approved payment for preventive
mamograms so clients will have to be taught the advantages of the procedure
so they will decide to have it done.

Evaluate the following disease prevention efforts by LVNs as "essential,”
"supplementary." or "unnecessary”: heart disease, cancer, hypertension,
diabetes, emphysema, glaucoma, AIDS

Haynes, Malloy, and Robbins all feel that all the listed areas are "essential.”
Andrastek feels all are "essential," except for cancer teaching that Is
"supplementary,” and glaucoma teaching that is "unnecessary.”

In the next five years, will the amount of wellness nursing care practiced by
LVNs in ambulatory care change—Increase, Stay about the same, Decrease?
The reason(s)?

Haynes, Andrastek, and Robbins all said wellness nursing care by vocational
nurses will increase. Malloy thinks it will stay the same or increase. Haynes
commented that it will be mandated that clients have access to this information.
Andrastek suggested that the aging population needs more wellness
information. Robbins feels that the younger doctors see the need for wellness
education and are using educational programs more. At Harriman Jones the
staff uses a "Health Management Resources” program to teach about diet, food
suppiements, obesity, and weight control. Nurses must follow these educational
programs with reinforcement as needed.

Use "essential,” "suppiementary,” or "unnecessary” to evaluate the following
wellness promotion efforts by LVNs: diet, exercise, stress control, weight loss,

personal accident prevention, smoking cessation, and substance abuse control.
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Answers:

Question:

Answers:

Question:

Answers:

All four administrators felt all areas are "essential,” except that Andrastek feels
personal accident control is “"unnecessary” and substance abuse control is
"supplemental.” Malloy commented that there should be an emphasis on safe
sex and it should be added to the list of “essential” wellness promotion efforts.
Do today’s ambulatory care LVNs need skill in assessment in the following
areas: brief baseline assessments, psychological function, soclal function,
spiritual Mncﬁm, habits of daily living, neuro checks, respiratory function,
cardiac function (edema and SOB), digestion and bowel function, sexual
function, bladder function, and range of motion and muscle strength?

Haynes, Malloy, and Robbins think ali the listed areas are "essential.” Andrastek
thinks that psychological function, social function, spiritual function, and range
of motion and muscle strength are "supplementary.” Malloy commented that she
feels nurses must try to treat the "whole person.”

Do today's ambulatory care LVNs need skill in teaching clients about the
following: mental heaith and stress management, psychosocial and spiritual
functioning, habits of daily living such as basic nutrition, weight loss, dental
health, bodily cleanliness, home management of diseases such as stroke,
Alzheimer's Disease, asthma, emphysema, congestive heart failure, and
diabetes, management of physiologic functioning such as bowel elimination,
bladder function and exercise, substance abuse control and smoking cessation,
personal accident prevention?

Haynes, Malloy, and Robbins feel vocational nurses need skill in teaching all the
above areas. Malloy again wanted to add safe sex practices. Andrastek feels
all areas should be taught except psychosocial and spiritual functioning and

personal accident prevention.
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Question:

Answers:

Question:

Answers:

Today, how should the LVN role in ambulatory care be defined? Evaluate the
following areas as "essential,” "supplementary,” "unnecessary”; make initial (five
minute) baseline assessments, take vital signs, prepare the client to be
examined by the doctor, assist the doctor, administer medications, teach clients
to implement medical orders to manage their iliness, teach clients to make life-
style changes to manage their iliness, and help clients to change their life styles
to prevent specific iliness.

Haynes feels all areas are “essential” but feels the tasks of preparing the client
to be examined by the doctor and assisting the doctor are mundane tasks that
do not require any additional student leaming. Andrastek feit all areas are
"essential" with the exception of the last two that are "supplementary™: teach
clients to make life-style changes to manage their lliness, and help clients to
change their life styles to prevent specific iliness. Robbins commented that it is
extremely important for the nurse to prioritize the tasks that can be
accomplished.

Five years from now, how should the LVN role in ambulatory care be defined?
Rank the included areas as "essential,” "supplementary,” "unnecessary”: make
initial (five minute) baseline assessments, take vital signs, prepare the client to
be examined by the doctor, assist the doctor, administer medications, teach
clients to implement medical orders to manage their ilinesses, teach clients to
make life style changes to manage thelir ilinesses, help clients to change their
life styles to prevent specific iliness, and teach clients to adopt generaliy
healthier life styles.

Ali answered that all areas are "essential.” Haynes was askad what she thought
would happen in ten years and she replied that she fecis the same areas will still

all be "essential.”




Summary of the interviews with four nurse leaders. The executive officer of the
BVNPTE and three ambulatory administrators agreed that weliness and prevention of iliness
teaching by vocational nurses would increase in the future. All administrators agreed that
vocational nurses in ambulatory care should be able to make assessments in the following
areas: brief baseline assessments, psychological function, social function, spiritual function,
habits of daily living, neuro checks, respiratory function, cardiac function (edema and SOB),
digestion and bowel funcﬁon. sexual function, bladder function, and range of motion and
muscle strength. The four interviewees agreed that vocational nurses should be abie to
teach clients about mental health and stress management, psychosocial and spiritual
functioning, habits of daily living such as basic nutrition, weight loss, dental health, bodily
cleanliness, home management of diseases such as stroke, Alzheimer’s Disease, asthma,
emphysema, congestive heart failure, and diabetes, management of physiologic functioning
such as bowel elimination, bladder function and exercise, substance abuse control and
smoking cessation, and personal accident prevention. All four experts also agreed that both
now and five years from now the role of the vocational nurse should include the following
tasks: make Initial (five minute) baseline assessments, take vital signs, prepare the client
to be examined by the doctor, assist the doctor, administer medications, teach clients to
implement medical orders to manage their iliness, teach clients to make life-style changes
to manage their iliness, and help clients to change their life styles to prevent specific iliness.

Weliness, prevention of iliness, teaching, and specific nursing tasks are major parts
of the ambulatory care experience leaming tools. The responses of these nursing leaders
who agree that vocational nursing students shouid be leaming to promote wellness, prevent
iliness, teach, and do specific nursing tasks supports and gives validity to the inclusion of
this subject matter in the ieaming tools.

Interviews with three ambulatory care administrators. Six additional questions were
asked of the three nursing administrators. The purpose of these questions was to ascertain
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the administrators’ opinions of the structure of the ambulatory care experience. These six

questions are listed below, with a summary of the responses following each question.

Question:

Answers:

Question:

Answers:

Question:

Answers:

Currently the time for the LBCC ambulatory care clinical experience Is three
days a week for four weeks. What suggestions would you make to improve this
time structure—Make it shorter, Leave it the same, Make it longer?

Andrastek, Malloy, and Robbins all thought the time for the ambulatory care
experience shbuld remain the same. However, Malloy commented that her staff
would like to see the experience be longer.

The teacher for the LBCC ambulatory care experience visits the students once
aweek. Can students have a satisfactory to excellent leaming experience in an
ambulatory care facility without a full time teacher at the facility—Yes, Yes with
qualifications, No? -

All three administrators answered that the arrangements for the teacher are
satisfactory. Andrastek commented that if there were more teacher contact,
there could be more communication. | Malloy commented that the present
arrangement works well.

Would it help students in an ambulatory care experience leam the beginning
teaching role by being co-assigned for a day (or part of a day) with a specialty
nurse—Yes, No? For example, diabetic teaching nurse, home care nurse,
enterostomal nurse, or other specialty nurses?

All the administrators felt that co-assignment with a specialty nurse would be
helpful. Andrastek said that each FHP, Inc. center has different specialty nurses
so the assignment would have to be center specific. Malloy suggested a student
assignment with her center's diabetic or hypertension sbecialist Robbins
offered a co-assignment with a cardiac, gastrointestinal, or neurological nurse

specialist.
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Question:

Answers:

. Question:

Other than when the students are completing the work assigned to meet the
course behavioral objectives, have you seen evidence that LBCC vocational
nursing students are using Orem's Self-Care Deficit Theory of nursing—Yes,
No? Do they use the term, "self-care,” when speaking to you or other staff
nurses, about the clients for whom they are caring? Do they use the term, "self-
care,” when speaking to clients? Do they incorporate self-care into their plan of
care for the cliénts? Do they teach clients ways to help themselves to recover
from iliness? Do they teach clients ways to prevent iilnesses? Do they teach
clients ways to develop a healthier life style? Do they ask clients questions to
evaluate whether the clients understand the concept of self-care, as contrasted
with being dependent on others to care for their recovery or health?

Andrastek reported that she saw no evid :nce that the students are using Orem’s
Theory. Malloy said she saw evidence that the students in her facility are doing
all the things listed above. Robbins sald she did not know whether the students
were doing the things listed above to use Orem's theory, because she did not
work directly with them when they were interacting with clients.

Presently, the two major elements of the ambulatory care experience are (1) the
behavioral objectives and (2) the client assessment and nursing care leaming
tools. The behavioral objectives define how the assessment forms are to be
used by the students. The leaming toois guide the students in applying nursing
concepts to ambulatory nursing practice. Piease evaluate these leaming tools
(Quick Adult Assessment, Self-Care History, Nursing Physical Assessment, Self-
Care Management of Medications, Self-Care Management of Diet, Self-Care
Management of Exercise) for their usefuiness in helping students apply nursing

concepts to practice, using the scale: Excellent (E), Satisfactory (S), or
Useless (U).
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Answers: Andrastek said she does not know whether the leaming tools are effective

guides to ambulatory care nursing practice. Malloy and Robbins judged all the
leaming tools to be excellent.

Question: Is the balance between the assignments and the actual practice of ambulatory
care appropriate?

Question: Does the required number of leaming tools fit an experience with two days of
orientation and ten days of clinical practice during four weeks?

Question: Is there an appropriate balance between the time spent on leaming assignments
and practice?

Question: Is the depth of leaming assignments suitable?

Answers: Andrastek, Mailoy, and Robbins all answered “yes,” to the four questions above.

ators. The three
ambulatory care administrators agreed that the time duration and the teacher coverage for
the ambulatory care experience are appropriate. They were all enthusiastic about having
the students co-assigned with a nurse specialist. They gave three different answers: "yes,"
"no,” and "do not know,” to the question about student use of Orem's theory. Two
administrators felt the leaming tcols are effective, and one did not know. All three said the
balance of theory work and practice, the number of assignments, the time to do the
assignments, and the depth of the assignments was appropriate. These comments and
conclusions generally supported and verified the awhpﬁaten&ss of the ambulatory care
leaming experience. The enthusiastic acceptance of the idea of scheduling a time with a
nursing specialist will direct future negotiations with the agencies to add this opportunity to
the ambulatory care experience.
Interview with the executive officer of the BYNPTE. Haynes was individually asked
five questions about the BVNPTE and nursing curricula.
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Question:

Answers:

Question:

To determine your opinion of how the BVNPTE can integrate and implement the
current changes in practice, especially the shift of care out of acute care facilities
and into other forms of care, please say whether you agree with the following

statements:

a. The Board will expect schools to make appropriate changes within the
present regulatory structure (optional eighteen hour observation or up to fifty-
four hour *hands-on" experience with weekly instructor visits).

b. The Board will expand the hours (fifty-four) that are presently permitted for
*hands-on” experience in community health agencies to _____ hours.

c. The Board will require that all community health experiences be “"hands on"
rather than observational.

d. The Board will require a "hands-on" community health experience of __
hours.

e. The Board will continue to pemit instructors to visit community heath
agencies on a weekly basis.

f. For experiences of more than fifty-four hours, the Board will require
instructor visits per week.

Haynes answered “yes" to parts "a” and "e." She feit that the Board and the

schools should collaboratively make the decisions asked for in parts "b" and *f.”

She added that she felt that the Board would be interested in hearing requests

from schools to increase their hours of ambulatory care. She enswered "no” to

parts "¢" ar.d "d." The Board could not require a specific amount of ambulatory

care experience because some communities do not have enough ambulatory

care experiences to support such a requirement, and they might not have

appropriate settings to implement "hands-on" experiences instead of

observational experiences.

To ascertain how educators can inform the board about changes in nursing

practice, please say whether you agree with the following statements:

a. Educators should communicate to their consuitants and the executive officer
with information and recommendations.

b. Educators should communicate to the president of the board and the chair
of the education committee with information and recommendations.

¢. Educators should attend meetings for formal dialogue between Board
representatives and educators and share information recommendations

d. Educators should expect that the Board will keep abreast of changes in
practice and will initiate appropriate regulatory changes as the times demand.
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Answers:

Question:

Answers:

Haynes answered “yes" to questions "a,” "c,” and "d." She answered "no" to
question “b" because the protocdl is to go to the consultants first with formal
recommendations. She listed several other ways ¢/ communicating with the
Board: organize ~meetings between representatives of the Board and the
California Vocational Nurse Educators (CVNE), send the Board copies of
Newsletters published by vocational nursing organizations, send the board
oomplementafy copies of texts or joumal articles that have been reviewed by
faculty, with recommendations about the use of the text or article, and continue
to network with each other and the executive officer and consuliants to the
Board.

To determine your opinion of the future of the medical model, e.g., the
cardiovascular, gastrointestinal and other systems, as a framework for vocational

nursing curricula, please answer the questions below and say whether you

agree with the statements that follow.

a. What percent of vocational nursing schools in Califomia reports the type of
theoretical framework they use for their cumriculum?

b. What percent of vocational nursing schools in Califomia use the medical
model as a framework for their nursing curricula? ____percent?

c. Is the medical model is an acceptable model for vocational nursing schoois,
now, and for the future?

d. If the medical model is an acceptable mode! now, will it be obsolete in
years?

e. Although many nursing schools still use the medical model it should be
changed to a nursing model as rapidly as possibie?

Haynes stated that all the vocational nursing schools in Califomia report the type
of theoretical framework they use when they prepare their accreditation reports,
and about forty to fifty percent still use the medical model as a theoretical
framework. She feels that the medical model will be obsblete in ten years and
recommended that schools change to a nursing model as rapidly as possible.
She commented that the Board does not recommend using the medicai model,

it is not "state of the art" in curriculum construction. In addition, the medical



Question:

Answers:

Question:

model does not support the nursing process as a fundamental guide for nursing

actions.

To determine your opinion of the future of nursing modeis to structure vocational

nursing curricula, please state whether you agree with the following statements:

a. The Board should permit vocational nursing schools to function without a
theoretical model for their curricula.

b. The Board should permit vocational nursing schools to use either a medical
model or a nursing theory and only require them to identify and demonstrate
the type of theoretical model they are using.

¢. The Board should require vocational nursing schoois to adopt a nursing
theory that has been widely published in the nursing literature.

d. The Board should permit vocational nursing schools to use a locally

developed, unpublished, nursing theory.
e. The Board should require vocational nursing schools to adopt a nursing
theory as a cumricular framework within the next ___ years.

Haynes answered "no" to questions "a" and "c." She commented that, for the
most part, the Board does not want to use the term, “require” in relation to
curricular guidelines but instead prefers to permit schools to have options to be
creative in devising curricula that fit their particular requirements. She also said
that published nursing theories are a viable option for schools and suggested
that the Board would like to encourage vocational nursing schools to adopt a
nursing theory to guide their curricula within the next ten years. Other comments
were that the state board examination is leaning toward testing the students’
abilities to make client assessments that are structured around nursing theories,
and that the Board encourages schools to be aware of changes in nursing
education by attending meetings of professional organizations such as CVNE.
To determine your opinion of the place of nursing diagnoses in vocational
nursing curricula please say whether you agree with the following statements.
a. "Nursing diagnosis gives all nurses a common language to communicate the
uniqueness of the work that we do." (NANDA, 1990).
b. Nursing diagnosis is an essential step of the nursing process.

c. Educators should introduce nursing diagnosis to all vocational nursing
students.



Answers:

Q

. The Board should permit vocational nursing schools to teach nursing
diagnosis as they wish.

e. The Board should permit vocational nursing schools to teach nursing
diagnosis, with some limitations, such as

f. The Board should require vocational nursing schools to teach nursing

diagnosis, without limitations, within the next ___ years.

The Board should permit vocational nursing schools to determine the type of

nursing diagnostic terminology used to teach nursing diagnosis.

If nursing diagnoses are taught in vocational nursing schools, the Board

should require that NANDA terminology be used.

Nursing diagnosis is the prerogative of professional registered nurses and

instructors should not introduce the concept in a vocational nursing program.

T @

Ha&n&s answered all the questions "yes" with the exception of "f," *h,” and the
last part of "i." She did not feel the Board would "require” the use of nursing
diagnosis or would “require” that the NANDA list of nursing diagnoses be used.
She felt that nursing diagnosis is the prerogative of the registered nurse.
However, instructors may introduce the concept in a vocational nursing program.
Haynes reported that she has many ambivalent feelings about nursing diagnosis
related to vocationai nurses. Although nursing diagnoses should probably be
introduced to VNs, the Board cannot require schools to teach them to analyze
and synthesize data, so it cannot require vocational nurses to be taught to use
the leve! of thinking that is necessary to make nursing diagnoses. On the other
hand, in a nursing home that is less than one hundred beds, a vocational nurse
may be working without a registered nurse on the premises and will be
responsible for determining immediate nursing care problems for clients who are
newly admitted or whose condition changes during the shift. These problems
may aiso require immediate intervention, so the LVN will be doing analysis and
synthesis if s/he provides appropriate care to the clients. Haynes emphasized
that schools need to make sure students understand that they cannot make
nursing diagnoses independently but they must work collaboratively with the

registered nurse or in an emergency, get the approval of their work from the
registered nurse.
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. Haynes feels
that schools and the Board should work collaboratively to make adjustments to changes in

delivery of health care such as the shift to ambulatory care. Schools should explore using
ambulatory care facllities as educational sites and communicate changes in practice by
contacting the executive officer or the nursing consultants. Although about half of the
vocational nursing schools still use the medical model to direct their nursing currculum,
Haynes feels that this will change over the next ten years so that schools will be using
nursing theoretical models. Haynes has ambivalent feelings about teaching vocational
nurses to make nursing diagnoses. Licensed vocational nurses do need to know about this
concept to be participating members of the interdisciplinary team, but they cannot make
nursing diagnoses independently. The answers to these questions once again supported
the work done to revise the ambulatory care experience at Long Beach City College.

Interview with the nursing consultant of the BVNPTE. Ms. Cheryl Anderson, Nursing
Consuitant for the BVNPTE has two master’s degrees and doctoral work at the University
of San Francisco. Practice as a staff nurse in Mississippi and Califomnia, positions as a
head nurse, assistant director of nursing, and a family nurse practitioner, and teaching
experience with nurse aides, vocational nurses, associate degree nurses, and bachelor’s
degree nurses have prepared her for this position. Anderson has been a nursing consultant
for the BVNPTE for seven years.

for the first series of questions was to assess the criteria for various structural aspects of an
ambulatory care clinical experience. These questions were also asked of the LBCC
vocational nursing faculty. The criteria, enumerated in Table 7 on page 156 were to be
evaluated as "essential,” “supplementary,” or "unnecessary.” Anderson’s comments related

to each criterion are listed after Table 7.
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Table 7
STRUCTURAL CRITERIA FOR AN AMBULATORY CARE EXPERIENCE

__ L ___________
BVNPTE LBCC facully”
consuyitant’s evalustion of
evaluation orilerion necessity
of criterion Parcent
CRITERIA necessily £ S U
Criteria related to the behavioral cbjectives
1. The behaviorai chjecives are clear . ... ... .............cociinuanen Essontial 1 ¢ o
2. The cbjectives detail all the important expecied behaviors for each day of the
BXPOMINOD . . ounvniieeiaractaroinstaratirarastntrtreorararneann Unnecossary 81 19 o0
3. The behavioral objeclives require practice rather then inltisl isaming experiences  Essentisl s & 0
4, The behaviocal objectives require performance of routine nirsing tasks (1o teach
L S Essontinl 81 1 0
§. The bshavioral objectives require challanging nursing tasks (o avold boredom) . Unnecessary 6 3 ¢
6. The oppoituniiiss 10 mest the cbjeciives are avallsbie inthe agencies .. ...... Esoontial o4 6 0
Group
Means 823 167 10
Criteria related 1o students
7. The students have writisn coples of the required beheviosal objectives . .. ...... Essential 100 0 o0
8. The students have enough experiance that they can mest the bshavionl
with minimal Instruclor sPPOrt . ... ... Essontial 9 6 0
9. mm.omi-dbmdhmouodmbmh
.......................................................... 100 0 o0
10. mmmmbmwwmhmum
ODJOCHIVES .. ........ . ittt it e i Supplementary o4 6 0
Group
Meams 969 31 0
Criteria related fo the agency
11. The agency administration approves of and supports the achools ohjectives for
e st .. ... .. .t aeera e Eseontini 100 6 o0
12, Instruciors inform the staff of the student behaviors required to compiets the
COUNSE POGQUINBIRBNDE ... . ..........cuuuiinrinarenreriarnssnsannnrens Essentinl o4 6 0
13. The siaff is abis 10 pecform the nursing skills required of the students (this
sometimes requires in-service education by the inelrucior or agency) ......... Eseential o4 6 0
14. The stafl is wiling (0 facikate the students’ meeting of the behavioral Jbjectives . Essential 88 13 0
15. The siafl is wiling to0 countersign the students’ records to verify thet the students
havemetthedallyobjeciives .....................ccciiiiiiiiiiinee, Unnecessary 5 25 O
Group
Means 900 100 0
Criteria related to the Instructor
16. Each weak, the bstrucior talks with the charge nurse, (o determine his’her
sssessment of the students’ accomplishment of the behavioral objectives . . . . . . Essantis! 5 25 0
17. Each week, the instrucior taks with severai of the stafl nurses, to determine thelr
assessment of the students’ accomplishment of the behavioral objectives . . . . . . Supplementary 100 0 0
18. Each week, ihe instruclor taks with each student and examines the student’s
records of behavioral cbjectives accomplished, to determine the student's
accomplishment of the behavioralobjectives ............................ Eseentinl 100 0 O
19. Each week, the instructor evaluaies and records the students’ accomplishment of
thebshavioral objoctives . ...............ccooiiiiiiiiiiiirii i, Supplsmentary “ 6 0
20. The instrucior is wiling 10 assess and resolve interpersona’ problems between
students and staffonaweeklybesls ...................ccvieviiennne Supplementary 84 0 6
21. The instrucior is wiling 1o give guidance 1o the students 10 help them to meet the
bohaviorsl ODPOCHVES . . . ... ... ....ciiiiiiiiiiiie i Essentis! 100 0 0
22. ¥ needed, the instructor is wiling (0 give brief individuel instructions to the
students 10 help them o meet the behavioral objectives ................... Essential 0 0 0

) Essentisl = 68.2% Means
Means for consultant evaluations )  Supplomentary = 18.2% for of
)  Unnecessary = 136%  elemenls 906 88 06

‘N=16 * £ = Esseniisl, S = Supplementary, U = Unnecessery
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Criteria related to the behavioral objectives. Anderson feels that it is "essential” that
the objectives be clear; that they require practice rather than initial leaming experiences;
that they require performance of routine nursing tasks; and that the opportunities to meet
the objectives are available in the égenci&s. She feels that it is not necessary for all the
important expected behaviors to be listed, even though, on a survey visit for
accreditation,the consultants must see the basic, entrv level behaviors delineated in the
behavioral objectives. Having challenging behavioral objectives is "nice” but is
"unnecessary” for accreditation.

Criteria related to students. Anderson states that it is "essential” that the students
have written copies of the required behavioral objectives; that they have enough experience
to meet the behavioral objectives with minimal instructor support; and that they must meet
the behavioral objectives to complete the course. Anderson feels that it is only
*supplementary” and not required that the students have forms to record their daily progress
in meeting the behavioral objectives.

Criteria related to the agency. Anderson indicates that it is "essential” that the
agency administration approves of and supports the school's objectives for the students;
that instructors inform the staff of the student behaviors required to complete the course
requirements; that the staff is able to perform the nursing skills required of the students; and
that the staff is willing to facilitate the students’ meeting of the behaviora! objectives.
However, she feels it is "unnecessary” that the staff be willing to countersign the students’
records to verify that the students have met the daily behavioral objectives.

Criteria related to the instructor. Anderson feels that it is "essential” that each week,
the instructor talks with the unit supervising nurse, to determine his/her assessment of the
students’ accomplishment of the behavioral objectives; each week, the instructor talks with
each student and examines the student's records of behavioral objectives accompiished,

to determine the student's accomplishment of the behavioral objectives; and that the
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instructor be willing to give guidance to the students to help them to meet the behavioral
objectives; and, if needed, the instructor be wiliing to give brief individual instructions to the
students to help them to meet the behavioral objectives. She feels thatit is "supplementary”
that each week, the instructor talk with several of the staff nurses, to determine their
assessment of the students’ accomplishment of the behavioral objectives; that each week,
the instructor evaluates and records the students' accomplishment of the behavioral
objectives; and that the iﬁstmctor be willing to assess and resolve interpersonal problems
between students and staff on a weekly basis. She judges that weekly recording of
behavioral objectives is an effective teaching tool but is not required for accreditation. The
accreditation requirement is that the students’ accomplishment of the behavioral objectives
must be recorded at the end of the clinical experience. Anderson states that the instructor
is only required to resolve interpersonal problems on an "as needed” basis when the
problems are interfering with student ieaming or agency operation.

Anderson was asked to judge twenty-one criteria related to the structure of an ambulatory
care experience. She feels that fourteen of the items are "essential," four are
"supplementary,” and three are "unnecessary." She considers all the items marked
supplementary” and "unnecessary” as acceptable, but they are nbt BVNPTE requirements
for accreditation.

Questions related to the skills to be jeamed in ambulatory care facilities. Anderson
was also asked to use the terms, "essential,” "supplementary,” and "unnecessary,” to
evaluate a list of specific skills that are embedded in the six ambulatory care learning tools.
The skills that Ariderson evaluated are listed on Table 8, on page 160.

Skills that Anderson judges to be "essential." These skills are specified after the title

of each group below.
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1. Make a Quick Baseline Assessment: observe the client for visible signs of pathology; ask
the client to relate his symptoms; and differentiate between an observation that requires
a nursing action or a medical action.

2. Teach client health concepts: determine the client's knowledge of a subject, before
teaching is begun; teach a health related subject to a client; and determine what the
client understood.

3. Take a Self-Care History: ask questions about respiratory status (dyspnea, coughing,
shortness of breath); nutritional status; excretory habits and hygiene; activity and rest;
general comfort; the client's safety status; and spiritual satisfaction.

4. Perform a Nursing Physical Assessment: ask the ciient his/her reason for contact;
examine the mouth with a light and tongue blade; teach a client to do a setf-examination
of her breasts; recognize the presence of barrel chest; recognize presence of abnormal

breath sounds; recognize presence of abnormal heart sounds; palpate femoral and pedal
pulses; recognize absence of bowel sounds; and evaluate basic mental status.

5. Assistwith Self-Care Management of Drugs: gather data about prescription and over-the-
counter drugs; and help the client set up a schedule for taking his/her medications.

6. Assist with Self-Care Management of Diet: elicit information about daily foods eaten.
7. Assist with Setlf-Care Management of Exercises: test bilateral muscle strength to assess

for unilateral muscle weakness; test for intact sensation in the extremities; and with
physician approval, teach appropriate exercises to a client, to improve range of motion

and muscle strength. -
in relation to “teaching heaith concepts,” Anderson states that now, it is not a Board
requirement that the student be taught how to teach clients. However, new rcgulations will
be forthcoming, within the next few months, that will make this a requirement. Therefore,
Anderson judged all the teaching skills to be "essential.”
Skills that Anderson judged to be "supplementary”. These skills are specified after
the title of each group below.

1. Make a Quick Baseline Assessment: select the significant observations and prepare the
client for the doctor’s examination.

2. Perform g Nursing Physical Assessment: test for distance vision with a Snelien Chart and
test hearing with an audiometer.

3. Assist with Self-Care Management of Medications: discuss problems about undesirable
drug combinations with the physician.

4. Assist with Self-Care Management of Diet: sort the client’s daily foods into basic food
groups; estimate the daily calories eaten and deficiency or excess of calories; estimate
the deficiency or excess of flulds drunk; and assist client to modify his/her diet, if needed.
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Table 8

EVALUATION OF THE ELEMENTS OF THE AMBULATORY CARE LEARNING TOOLS
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Anderson judges that "select the significant observations” is only "supplementary”
and not "essential.” This response was so unexpected that the researcher questioned the
choice at length, and even followed up with a writien request for confirmation. Haynes,
Executive Officer of the BVNPTE, along with five of the nursing consultants, gave the
requested confirmation during a conference telephone call to the researcher on June 2,
1992.

Anderson's responses iliustrate the extremely difficult position of the BVNPTE. The
law must be interpreted to be understood. Depending on the context, a consultant may
interpret the same words in two different ways in two different situations. The statement,
"Selects the significant observations,” is a case in point.

The BVNPTE has issued to each Program Director, a book of board policies and
guidelines. From this book, is the following policy, "Skills Expected to Be Taught in
Vocational Nursing Programs,” (BVNPTE, 1984). This policy statement is found in
Appendix B on page 242. The following material is quoted from that policy:

The law (Section 2859 B and P Code) permits Licensed Vocational Nurses to
perform those functions that have been taught in an accredited program in
vocational nursing. The following list of skills developed by the Board of Vocational
Nurse and Psychiatric Technician Examiners is not to be construed as limiting the
L.V.N. to these functions alone. It is obvious that many of the functions listed
include related functions not specifically deiineated. In addition, licensees will leam
new patient care functions related to new developments in health care that have not
been envisioned at the time the list is developed.
In order to ensure that graduates of all accredited vocational nursing programs are
prepared to carry out the normally accepted functions of a licensed vocational nurse,
the Board of Vocational Nurse and Psychiatric Technician Examiners has developed
the following list of experiences for the guidance of faculty. Patient care and
preparation of the equipment should be included in each experience (see last page
of Appendix B, page 242 for the full text of this policy).

Following these statements is a list of forty-two skills. In the listis the skiil statement:
"Observations: significant changes in signs and symptoms.”

According to this policy, the vocational nurse must be taught to observe significant

changes in signs and symptoms. However, Anderson states that "Select the significant
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observations” is only a "supplementary” skill in response to an interview question. After
having talked with Haynes, Executive Officer of the BVNPTE and five of the nursing
consultants on June 2, this writer offers the following assessment of the inconsistencles
between the written Board Policy and Anderson’s responses.

The Board may be responding to pressure from the registered nursing community
in general and the National Council of State Boards of Nursing, the producers of the state
board examinations. Theée groups are searching for a means of clearly differentiating the
role of the registered nurse and the vocational nurse. The California Vocational Nursing
Practice Act (BVNPTE, 1987:95) differentiates between a registered nurse and a vocational
nurse by stating that a vocational nurse must practice "under the direction of a licensed
physician, or registered professional nurse” (§2860.7). The National Councll has attempted
to differentiate between the two professions by using an obsolete version of the nursing
process that omits the analysis step. By doing this, the Nationai Council has restricted the
thinking processes of vocational nurses. Haynes (telephone interview, June 2, 1992)
articulated the National Council’'s stance when she explained that analysis and synthesis
are the exclusive prerogative of the registered nurse and are beyond the scope of practice
for Califomia vocational nurses. Based on this premise, Anderson must ignore the
BVNPTE's own policy that requires schools to teach the skill, "Observations: significant
changes in signs and symptoms,” to make the judgment that it is only a "suppiementary”
skill that vocational nursing students "Select the significant observations."

According to the Califomia Vocational Nursing Practice Act (BVNPTE, 1987:92),
"The Legislature hereby declares the practice of licensed vocational nursing to be a
profession” (§2840.5 (a)). By any definition of the term, "professional," a vocational nurse
must be able to judge the significance of the observations s/he makes. It is impossible for
a vocational nurse to report every observation s/he makes to a registered nurse, so that the

registered nurse can decide which observations are significant. However, Anderson is
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clearly basing her decisions about the ambulatory care leaming tools on the premise that
vocational nurses do not do analysis and synthesis. Rationale for her decisions follows.

For "select the significant observations™ Anderson states that the role of the
vocational nurse is predominantiy data gathering. The VN should report every observation
to the registered nurse. The Board does not require the VN to select the observations that
are significant.

Anderson feels that "prepare the client for the doctor's examination” is only
"supplementary,” because the requirement to prepare the client for the doctor's examination
"depends on the type of examination." For the skills invoived in performing a "nursing
physical assessment,” Anderson does not consider vision testing and hearing testing, to be
"essential" skills, but instead ranked them as "supplementary.” The Board does not list
these two skills in the Board Policy, "Skiils Expected to Be Taught in Vocational Nursing
Programs." Nurses seldom perform these skills in hospital nursing, but they routinely
perform them in ambulatory care settings.

In relation to the skills involved in “teaching about a normal diet,"” Anderson
considers "sorting the client's daily foods into basic food groups,” "estimating the daily
calories eaten and a deficiency or excess of calories,” "estimating the deficiency or excess
of fluids drunk,” and "assisting the client to modify his/her diet, if needed,” to be beyond the
present requirements. She stated that it is all right for the school to teach the concepts, but
it is beyond the present scope of practice. However, she again reiterated that the new
regulations that include a teaching component would be ready soon.

For the task of "taking a drug history,” Anderson considers “discussing problems
about undesirable drug combinations wih the physician,” to be "supplementary.” It is an
appropriate behavior, but is not required by the Board for accreditation.

Skills that Anderson judges to be "unnecessary”. These skills are specified after ii:ie
titie of each group below.
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1. Make a Quick Baseline Assessment: if a nursing action is needed, determine what
nursing action should occur.

2. Take a Self-Care History: quality of solitude and social interactions; and normaicy of self
concept.

3. Perform a Nursing Physical Assessment: estimate the amount of ankle edema.

4. Assist with Self-Care Management of Exercise: estimate the degrees of fiexion and
extension of the major joints; and evaluate range of motion of the major joints.

Anderson judges, "if a nursing action is needed, determine what nursing action
should occur” to be "unnecessary,” because the VN is not allowed to "operate alone.”
However, the VN can participate in deciding nursing actions. It is interesting to note that
Anderson judges that it is "essential” for the vocational nurse to "differentiate between an
observation that requires a nursing action or a medical action™ but the vocational nurse is
not to "détermine what nursing action should occur,” if nursing is needed.

For the set of skills, “taking a Self-Care History,” Anderson feels that "quality of
solitude and social interactions” and "normalcy of self-concept” are "unnecessary." She
bases this decision on her premise that the vocational nurse cannot judge the "quality" of
solitude and social interactions, nor can s/he decide whether a seif-concept is within the
range of normal. However, these concepts are a part of Orem’s SCDTN. Orem qriginally
devised her theory in 1959 "to upgrade practical (vocational) nurse training” (Orem,
1991:61).

Anderson considers “estimating the amount of ankie edema,” to be "unnecessary”
and states that the vocational nurse only needs to recognize the presence of edema.
Anderson’s judgment about "assessing range of motion and muscle strength,” in relation
to "estimating the degrees of fiexion and extension of the major joints" and "evaluating
range of motion of the major joints” is that they are "unnecessary.” She feels that the
vocational nurse only needs to recognize that there is some limitation of motion and does

not need to estimate the degrees of flexion and extension, or evaluate the rangz of motion

of major joints.



evaluates forty-three ambulatory care skills. She judges twenty-eight skills as "essential.”
She considers nine to be "supplementary” and six to be "unnecessary.” She bases her
judgment on the skills that need to be taught to meet accreditation requirements and on the
NCLEX guidelines that suggest that it is beyond the scope of practice for vocational nurses
to be required to think at the analysis and synthesis leveis.

S.uggﬁmns_fm'_mner_schmls Suggestions were also requested for modifying the
leaming tools for their use by other schools. Anderson agrees that it would be appropriate
for other schools to consider establishing an ambulatory care experience. She agrees that
other schools should consider using community health agencies as clinical leaming sites,
even though they could only provide insttuétor support on a weekly basis. Anderson also
feels that it would be appropriate for other schools to consider requesting an increase in
hours of ambulatory care experience if an appropriate structure for the experience Is in
place and acceptable clinical sites are available.

Sociod hic Information from e Four S

The student survey sociodemog aphics. The thirty-five members of the vocational
nursing class who graduated in spring 1992 were surveyed to determine the effectiveness
of the LBCC ambulatory care leaming tools. Thirty-four usable forms were retumed. The
students were assigned to six agencies. Eight were at FHP, Inc., Charter; six were at
Hammiman Jones and Long Beach Comprehensive Health Care; five were at FHP, Inc.,
Downey and Plaza; and four were at FHP, Inc., Long Beach. The students were of varied
ethnic backgrounds: fourteen were Asian-Pacific Americans, three were African-Americans,
four were Hispanics, ten were Caucasians, and three were from other groups. The
students’ ages ranged from nineteen to fifty, with an average age of thirty-two. Twenty-
seven women and seven men were in the class, for a gender distribution of seventy-nine

percent women and twenty-one percent men. Twenty-seven students had never worked
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in ambulatory care, and six had worked from one month to twenty-four months, with an
average working time of eleven months. One student had wci'2d in ambulatory care for
twenty-seven years. This class was typical of the vocational nursing classes at Long Beach
City College in age, ethnicity, gender, and working time in ambulatory care. The one
student who was atypical was the student who had worked twenty-seven years in
ambulatory care.

MMW. There are eighteen full-time and part-time
members of the Long Beach City College vocational nursing faculty. The researcher did not
participate in the survey. Sixteen members of the faculty completed forms for a response
rate of ninety-four percent. Five members of the facuity have bachelor’s degrees, nine have
master's degrees, and two are prepared at the doctoral level. Five faculty teach
fundamentals of nursing, -eight teach medical-surgical nursing, two are matemal-child
specialists, and one is an administrator. The ambulatory care experience is a part of
medical-surgical nursing.

The ages of the faculty range from thirty to sixty, with an average age of forty-eight.
Ali but two graduated from their basic nursing program more than ten years ago. Two have
taught for less than two years, eight have taught from one to ten years, and six have taught
for more than ten years. Five have beenr at LBCC for less than a year, eight have been
members of the faculty for one to ten years, and three have been members for more than
ten years. Five members of the faculty have less than one year of experience in ambulatory
care. Eight have one toten years experience in ambulatory care, and three have more than
ten years experience in this field.

In summary, the Long Beach City College vocational nursing faculty is a group of
well educated, highly experienced professionals. They participate fully in faculty endeavors

and have consistently supported this effort to update and improve the curricuium.
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care staff nurses who responded to the survey work at five different FHP, Inc. ambulatory
care facilities in the Long Beach/Orange County area. Twenty-seven percent are from
Charter, twelve percent are from Downey, seventeen percent are from Plaza, twelve percent
are from Long Beach, and thirty-two percent are from Fountain Valley.

Fifty-two percent of the nurses work in medical offices, fourteen percent in surgical
offices, twenty-one percent in specialty areas, and thirteen percent in other areas. The
medical assistants and registered nurses are each thirty percent of the survey group.
Vocational nurses are forty percent of the group. Two to five years is the median length of
service in FHP, Inc., with four years being the average length of service. More than sixty
percent have worked for FHP, Inc. for more than two years. More than seventy-two percent
have worked in ambulatory care for more than two years. Eighty-nine percent have worked
for more than two years since graduation from their basic nursing programs. The ages of
these ambulatory care staff nurses range from twenty to fifty-five years, with the average
age being thirty-nine years.

The ambulatory care staff nurses answered several questions about their school
experiences that prepared them for ambulatory care nursing. Fifty-eight percent had a
clinical experience in ambulatory care while they were in their nursing programs. Of these,
a little over half had direct teacher supervision during the ambulatory education. For ninety-
three percent the experience was a "hands-on" participatory experience. The length of the
experience ranged from one to more than sixteen days. Eighteen percent had one to four
days, seven percent had five to ten days, sixteen had eieven to sixteen days and sixty-four
had more than sixteen days experience in ambulatory care.

Over half of the graduates could not remember how many objectives they were

required to meet during their ambulatory care experience. Of those who could remember,
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twenty-two percent had no behavioral objectives, fifty-two percent had one to ten objectives
and twenty-six percent had more than fifteen objectives to meet.

In summary, the ambulatory care staff nurses are generally experienced in this field
of nursing. They are fairly evenly divided among medical assistants, vocational nurses, and
registered nurses, with the larger percentage being vocational nurses. As students, about
half had a "hands on" clinical experience in ambulatory care, and over half of the students
couid not remember how many behavioral objectives they had to meet during the
experience.

jodemographics. A total of fifty-seven
survey forms was obtained from vocational nursing program directors of seventy-five active
programs, for a retum rate of seventy-six percent. The directors were asked ten questions
about their communities, schools, and programs. This information is summarized on
Table 9, on page 169.

1. Fifty-seven directors listed the community size in which their school is located. The
schools were fairly evenly dividéd among small, medium, and large communities.

2. Fifty-seven directors categorized their type of program. Community colieges make up well
over half of the schools, with adult education, private schools, regional occupational
programs (ROP), and other types such as army programs, being the remainder.

3. Fifty-seven directors listed the length of sixty-three programs. Six schools listed both a
full-time and a part-time program. The length of programs varied from two and one-half
years to nine months. Of those who listed "other,” one director stated her program was
nine months in length and one listed fifteen months. Eight directors indicated their
programs were about two years long. One listed two and one-half years for a part-time
program and two listed, "other” only, without stating the length of time. in summary,
about half of the schools that answered the survey have one and one-half year programs,

onethird have about one year programs, and the rest have programs of two years or longer.
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Table 0

CALIFORNIA VOCATIONAL NURSING PROGRAMS SOCIODEMOGRAPHICS

Respondents
Item Element Number Percent

1. Community size Small town 16 28
N=5T" Medium city 20 35
Large city 21 37

2. Type of program Community colleges 35 61
N =57 Adult education programs 11 19
Private schools 6 1"

Regional occupational programs 3 5

Other types 2 4

3. Length of program Eighteen months 30 47
N=57 One year 20 32

(63 programs) Other 13 21

4. Size of classes 30 or fewer students (smali) 31 54
N=57 31 to 45 students (medium) 14 25

46 to 60 students (large) 8 14

Other 4 7

5. Frequency of admitting Once a year 19 33
a Ciuss Twice a year 17 30
N=57 Other 21 37

6. Number of ambulatory care None 2 <1
agencies in the community 1-5 20 as

N =56 6-10 6 1
More than 10 14 25

Do not know 14 25

7. Size of ambulatory care 1-3 students in 1-6 agencies 29 76
agencies in the community 4-10 students in 1-5 agencies 5 13
N=238 12-15 students in 1-4 agencies 4 11

8. Schools with an ambulatory Yes 31 56
care experience No 20 37
N=55 Planning one 4 7

9. Schools that would use more Yes 9 17
ambulatory care, if permitted Already have more 3 €

N =52 No 40 77

10. Full time teacher for ambula- Yes 11 27
tory care clinical experience No 30 73

N=41

* N equeis the nhumber of Callfomia vocational nursing program direciors who responded (0 the question.
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4. Fifty-seven directors gave the size of class they admit. Over half of the programs are
fairly small, with just under half being medium and large programs.

5. Fifty-seven directors stated the frequency of admitting a class. These are fairly evenly
distributed among once a year, twice a year (each semester) and "other.” The "other”
group includes one third who admit from four to eight times a year, one third who admit
the second of three semesters, and one third who admit every year and a half or every
two years.

6. Fifty-six directors stated the number of ambulatory agencies in their communities. One
fourth of the directors did not know how many ambulatory care agencies are in their
community. Only two said there were no ambulatory care agencies in their communities.
About forty percent said there were just a few agencies (1-5) and nearly the same number
said there were more than six agencies in their communities. Of those who know how
many agencies there are in their community, almost forty percent may not have enough
agencies to support having an ambulatory care experience for their students, but over half
would probably have enough agencies to establish an ambulatory care experience.

7. Thirty-eight directors answered this question. Three quartess of the directors said they
have agencies in their community that could accommodate one to three students each
and well over half of these directors stated that there are from one to six such agencies

in their communities. Five directors said they have one to five agencies that could

accommodate four to ten students. Four directors said they have one to four agencies
that could accommodate twelve to fifteen students. In summary, aimost all commdniti&e
in Califomia have one or more ambulatory care agencies that can accommodate one to
three students at a time. Only four communities have ambulatory agencles that can
accommodate a whole clinical group of fifteen students at one time. Therefore, for most
schools, an ambulatory care assignment must be arranged so the students can leam

without a teacher at the agency full-time.
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8. Fifty-five directors stated that they do or do not have an ambulatory care experience.
Thirty-one stated they do have an ambulatory care experience. Twenty-seven stated the
number of days of the experience and indicated that the experience was from one to
fifteen days long with the average length being five days. Twenty directors do not have
an ambulatory experience. Four directors indicated that they are planning an ambulatory
experience of two to nine days.

9. Fifty-two directors r&sbonded to the question: If permitted by regulations, would you
schedule more than fifty-four hours of ambulatory care time? Nine directors answered
that they would schedule more than fifty-four hours, if permitted, and stated that they
would like to schedule from fifteen to 108 more hours for the experience. Three directors
stated they already have more than fifty-four hours and they have from eighteen to
sixty-six more hours. Forty directors would not schedule more hours of ambulatory care,
even if it were permitted.

10. Forty-one directors indicated whether or not their students have a full time teacher during
the ambulatory care experience. Eleven directors answered that their students have a full
time teacher with them. Thirty directors stated the teacher is with the students less than
full time. Twenty directors stated the amount of time the teacher is with the students: two
teachers are in the hospital that houses the ambulatory care facility, two visit the
ambulatory agency daily, and sixteen visit weekly.

The sociodemographic information on the directors’ survey is summarized as
follows. Over three fourths of the vocational nursing program directors in Califomia
responded to the survey. The VN programs were equally divided among small, medium,
and large communities. Ali types of schools were represented with two thirds being
community colleges, and one third being aduit and private schools. The programs varied

“from nine months to two and one half years in length with half being three semesters and

a third being one year long. More than half are small schools, admitting thirty or fewer
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students, a quarter are medium size schools, admitting thirty-one to forty-five students, and
fourteen percent are larger schools, admitting more than forty-six students. The schools are
about equally divided on frequency of admission of students: one third admit once a year,
one third admit twice a year and one third admit on other schedules from every two months
to every two and one half years.

Four percent of schools have no ambulatory agencies in their communities. Thirty-
six perceiit have a few agencla. eleven percent have several agencies, and twenty-five
percent have many agencies. Twenty-five percent of the directors did not know how many
ambulatory agencies were in their communities. Three fourths of the schools can only place
one to three students in each agency, while ten percent can put fifteen students in each
agency. Over half of the schools have an average of five days in ambulatory care; over one
third do not have such experiences; and a few are planning for an ambulatory care
experience.

Seventeen percent of schools would like to use more than the maximum of fifty-four
days in ambulatory care, and six percent already have more than the maximum. Three
fourths of the schools use weekly or daily visits by the teacher, and one fourth use a full time
teacher to supervise the ambulatory care clinical experience.

Responses to the Questions from the Four Surveys

The student survey responses. The thirty-four students were asked the following six
questions about each of the six leaming tools.

. How many of the leaming tools did you complete?

What percent of the information on the leaming tools could you remember to assess
without using the form?

. What percent of the leaming tools could you now complete in the assigned time?

. What percent of the leaming tools related to Orem’s Self-Care Deficit Theory of Nursing?
. How much of the information on the leaming tools would be useful to you in helping the
client to develop a healthier life styie?

. As a graduate, with what percent of clients could you have taken the time to heip develop
a healthier life style by completing the learning tools?

® hw N
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The students were asked to give the answers to the above questions about the six leaming
tools: Quick Adult Assessment, Self-Care History, Nursing Physical Assessment, Seif-Care
Management of Medications, Setif-Care Management of Diet, and Self-Care Management
of Exercise.

The range of completion of the leaming tools was from ninety to ninety-nine percent.
The Quick Adult Assessment and the Self-Care Management of Medications were
completed at ninety-nine percent, and the Self-Care Management of Exercise was
completed at ninety percent.

The range of remembered content for all the leaming tools was from sixty-nine to
eighty-six percent. The Self-Care Management of Medications was the best remembered
at eighty-six percent, with sixty-nine percent of the Self-Care History being remembered.

The number of leaming tools completed within the assigned time ranged from eighty
to ninety-five percent. The Self-Care Management of Medications was most consistently
completed within the time limits, at ninety-five percent. The nursing Physical Assessment
was completed least well within the time limits, at eighty percent.

The percent of content that is related to Orem's SCDTN ranged from seventy-four
percent to eighty-six percent. The Quick Adult Assessment was judged to be the most
related to Orem’s theory, at eighty-six percent. The Self-Care Management of Medications
was the least related to Orem's theory, at seventy-two percent.

The utility value of the information gathered by the leaming tools ranged from
seventy-two to eighty percent. The Self-Care Management of Medications and the Self-
Care Management of Diet were most useful at seventy-nine and eighty percent. The
Nursing Physical Assessment was least useful at seventy-two percent.

The range for the percent of clients for whom time was available to complete the

leaming tools was seventy-nine to ninety percent. The Self-Care Management of Diet was



the highest at ninety percent and the Nursing Physical Assessment was the lowest at

seventy-nine percent.

In summary, the students judged all the leaming tools to be useful and efficient. The
lowest score was sixty-nine percent for the remembered content of the Self-Care History.
The highest scores were ninety-nine percant for the completion of the Quick Adult
Assessment and the Self-Care Management of Medications. The students ranked the Seif-
Care Management of Medications and the Quick Adult Assessment as the highest most
often, while they ranked the Nursing Physical Assessment as the lowest. The student
responses to the survey are presented in Figures 3 through 8, on pages 175 and 176.

The faculty responses to the survey questions. The Long Beach City College facuity
evaluated the criteria for an ambulatory care experience. The faculty’s collective
assessment of the criteria is reported in percents on Table 7, on page 156

Behavioral objectives. All the faculty judged as "essential” that the behavioral
objectives be clear. Ali but one instructor felt that it is "essential” that the opportunities to
meet the objectives are available in the agencies and the one judged the criterion to be
*supplementary.” Thirteen felt *hat it is "essential” that the objectives detail all the important
expected behaviors for each day of the experience, while three faculty considered this
ciiterion to be "supplemental." The same distribution held for the criterion that the
behavioral objectives require performance of routine nursing tasks (to teach reality). Twelve
of the instructors assessed the critenon the behavioral objectives require practice rather
than initial leaming experiences, to be "essential.” Four feit this criterion is "supplemental.”
One person considered the criterion, "the behavioral objectives require challenging nursing
tasks (to avoid boredom)” to be "unnecessary,” while five thought the criterion was
"supplemental.” The consultant also judged this criterion to be "unnecessary.”

Students. Two of the four criteria related to students were listed by all the facuity
as "essential.” These were that the students have written copies of the required behavioral
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objectives and that the students are required to meet the behavioral objectives to complete

the course. The other two criteria were listed as "essential” by all but one person and that
person assessed the criteria as "supplementary.” These criteria were that the students
have enough experience that they can meet the behavioral objectives with minimal
instructor support and the students have forms to record their daily progress in meeting the
behavioral objectives. No members of the facuity felt that any of the students’ criteria were
"unnecessary.” |

Agency. One criterion related to the agency was judged as "essential” by all the
faculty. This criterion is that the agency administration approves of and supports the
school's objectives for the students. Two criteria, that instructors inform the staff of the
student behaviors required to complete the course requirements and the staff be able to
perform the nursing skills required of the students, were considered “essential” by all but
one person, who judged them to be "supplementary." Two of the faculty feit that it is only
*supplementary” for the staff to be willing to facilitate the students’ meeting the behavioral
objectives. Twelve considered it "essential” while four feit that it is "supplementary™ for the
staff to be willing to countersign the students’ records to verify that the students have met
the daily objectives. The consuitant judged this criterion as "unnecessary.” No members
of the faculty felt that any of the agency criteria were “unnecessary.”

Instructor. Four criteria related to the instructor were judged to be "essential” by all
the faculty. One of these "essential” areas is that the faculty consult with the staff nurses,
to determine their assessment of the students’ accomplishment of the behavioral objectives
while the consultant felt this area is "supplementary.”

Twelve faculty members felt that it is "essential” for the instructor to talk with the unit
supervising nurse, to detenmine his/her assessment of the students’ accomplishment of the
behavioral objectives and four felt this criterion to be "supplementary.” The BVNPTE

consultant considered this area to be "essential.”
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All of the faculty consider the following criteria to be "essential™: each week the
instructor talks with each student and examines the student's rocords of behavioral
objectives to determine whether the student has accomplished the behavioral objectives;
the instructor is willing to give guidance to the students to help them to meet the behavioral
objectives; and if needed, the instructor is willing to give brief individual Instructions to the
students to help them to meet the behavioral objectives.

All but one of the faculty members felt it is "essentiai” for the instructor to evaluate
and record the students’ accomplishment of the behavioral objectives each week and that
person judged the criterion to be "supplementary.” All but one instructor felt that it is
*essential” that the instructor be willing to assess and resolve interpersonal problems
between students and staff on a weekly basis, and that person felt this criterion is
"unnecessary.” The consultant judged this criterion to be "supplementary.”

In Table 10 below, the group means stated in percentages, summarize the facuity’s
assessment of the criteria for an ambulatory care experience.

Table 10

FACULTY ASSESSMENT OF THE CRITERIA FOR
AN AMBULATORY CARE EXPERIENCE

Percentage Ranks for the Criteria
Types of Parameters
Measured Essential  Supplementary  Unnecessary
Behavioral Objectives 82.3 16.7 1.0
Student Critena 96.9 31 0
Agency Criteria 90.0 10.0 0
Instructor Criteria 94.6 4.5 0.9
Total of all means 90.6 8.8 0.6
178




The elements of the ambulatory care leaming tools. The faculty was also asked to
use the terms, "essential,” "supplementary,” and "unnecessary," {o evaluate a list of specific
skills that are embedded in the six ambulatory care leaming tools. The skills that the faculty
evaluated are listed in percentages on Table 8, on page 160. The skills that all the
instructors judged to be "essential” are listed after the titie of each group below.

1. Make a Quick Baseline Assessment: observe the client for visible signs of pathology; ask
the client to relate his symptoms; and select the significant observations.

2. Teach client health concepts: determine the client's knowiedge of a subject, before the

teaching is begun; teach a health related subject to a client; and determine what the
client understood.

3. Take a Self-Care History: ask questions about: respiratory status (dyspnea, coughing,
shortness of breath); nutritional status; excretory habits and hygiene; activity and rest;
general comfort; and the client's safety status.

4. Peform a Nursing Physical Assessment: ask the client his/her reason for contact; palpate
femcral and pedal pulses; estimate the amount of ankie edema; and evaluate basic
mentai 3tob

5. Assist with Self-Care Management of Medications: gather data about prescription and
over-the-counter drugs.

The skills that all instructors but one judged to be "essential” are listed after the titie
of each group below. In each case, the one instructor listed the skill to be "supplementary,”
except in the case of normalcy of self-concept that was judged to be "unnecessary” by the
single instructor.

1. Make a Quick Baseline Assessment: differentiate between an observation that requires
a nursing action or a medical action; and if a nursing action is needed, determine what
nursing action should occur.

2. Take a Self-Care History: ask questions about normalcy of self concept.

3. Perform a Nursing Physical Assessment: recognize presence of abnormal breath sounds;
and recognize absence of bowel sounds.

4. Assist with Self-Care Management of Medications: help the client set up a schedule for
taking his/her medications.

5. ist with Self-Care Man jet: estimate the deficiency or excess of fluids
drunk.
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Skills that fourteen instructors judged to be "essential” and two instructors listed as
"supplementary” are as follows: quality of solitude and social interactions; recognition of the
presence of barrel chest; discussion of problems about undesirable drug combinations with
the physician; and sorting of the client's daily foods into the basic food groups.

Thirteen facuity feit that eliciting information about daily foods eaten is "essential”
while three thought it is "subplementary." Those skills that twelve faculty members
considered "essential” wﬁile four assessed them to be “"supplementary” are as follows:
Prepare the client for the doctor's examination; examine the mouth with a light and tongue
blade; teach a client to do a self-examination of her breasts; assist the client to modify
his/her diet, if needed; estimate the degrees of flexion and extension of the major joints; and
with physician approval, teach appropriate exercises to a client.

Asking about spiritual satisfaction was determined to be “essential" by eleven
instructors, while three felt it is "supplementary,” and one considers it to be "unnecessary.”
Eleven instructors also judged recognizing the presence of abnommal heart sounds and
testing for intact sensation in the extremities to be "essential,” while five considered these
skills to be "supplementary.”

Ten faculty determined that estimating the daily calories eaten and determining the
deficiency or excess of calories; and testing bilateral muscle strength to assess for unilateral
muscle weakness are “essential,” and six instructors judged those skills to be
"supplementary.” One skill, estimating the degrees of flexion and extension of the major
joints is considered "essential” by half of the faculty and "supplementary” by the other half.

Two skills were considered "essential” by only seven and six of the faculty members,
respectively: test for distance vision with a Snellen Chart and test hearing with an
audiometer. Eight of the faculty judged these skills to be "supplementary.” Two felt hearing

testing to be "unnecessary” while one considered vision testing to be "unnecessary.” In

180

1vd




Table 11 below, the group means stated in percentages, summarize the faculty's
assessment of the elements of the ambulatory care leaming tools.

Table 11
FACULTY ASSESSMENT OF THE ELEMENTS OF THE
AMBULATORY CARE LEARNING TOOLS
Percentage Rank ¢f the Elements
Ambulatory Care Leaming Tools Essential Supplementary Unnecessary

Make a Quick Baseline Assessment 92 8 0
Teach client health concepts 100 0 0
Take a Self-Care History 95 4 1
Perform a Nursing Physical Assessment 81 17 2
Assist with Self-Care Management of Medications 94 6 0
Assist with Self-Care Management of Diet 80 20 0
Assist with Self-Care Management of Exercise 66 34 0
Total of all means 86 14 <1

. One hundred
and thiteen ambulatory care nursing staff members answered questions regarding their
educational preparation for work in ambulatory care. They were asked, "How did you ieam
to perform seven basic ambulatory care tasks?* These nurses were to respond, "From a
classroom theory presentation,” "In skills laboratory practice,” or "Both.” A second

part of each of the seven questions asked, "Where did you practice with clients in
performing the seven tasks" The nurses were to respond to this part of the question with
one of the following answers: "in an ambulatory care facility,” "in a hospital,” "in both
ambulatory care and hospital” "I did NOT practice this skill but it would have been helpful
to have practiced it in school,” and | did NOT practice this skill and it would NOT have been
helpful to have practiced it in school.” Finally, for each of the seven tasks, the elements of
the task were listed. The nurses were requested to identify any part of the task that they
did not practice. The results of the first two parts of this survey are listed in percentages on
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Tables 12 and 13, on page 183, where they may also be compared with the results of the
survey of vocational nurcing schools. These results are also displayed in pie charts, Figures
9 and 10, on page 184.

The staff nurses who leamed basic ambulatory care concepts only in the classroom,
ranged from a low of twelve percent for making a baseline assessment, to a high of forty-
three percent for assisting with seif-care medication management. The mean percent for
leaming a concept only iﬁ the classroom is twenty-two pescent. The nurses who leamed
these tasks only in campus laboratory, ranged from two percent for medication management
to nine percent for teaching health concepts, with a mean of five percent. Leaming the
concept in both class and campus laboratory was much more common with means ranging
from a low of fifty-five percent for medication management, to eigiity-three percent for taking
a self-care history, with a mean of seventy-three percent.

Staff nurses who practiced in ambulatory ca: e settings ranged from six percent for
assisting with self-care exercise management to twenty-seven percant for doing a nursing
physical assessment, with a nineteen percent average. This was a larger percent than is
reported by the directors about their programs’ activities (see black wedges on the pie
charts, Figure 10 on page 184). The staff nurses also practiced ambulatory care skills in the
hospital. The range for this activity was thirty percent for assisting with diet management
to forty-six percent for assisting with exercise management, with a thirty-eight percent mean.
In both hospital and ambulatory care settings, twenty-five percent of staff nurses practiced
making a quick baseline assessment compared with thirty-eight percent who assisted with
self-care diet management. The mean for both hosgital and ambulatory care was thirty
percent. When the percentages for all settings are totaled, a low of seventy-eight percent
of nurses practiced medication management as compared to a high of ninety-four percent
who practiced taking a self-care history. The mean of the totals is eighty-seven percent of
staff nurses who had practice in either ambulatory care, the hospital, or both.
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Table 12

WHERE STAFF NURSES LEARNED AND TODAY'S VN SCHOOLS TEACH
AMBULATORY CARE CONCEPTS

Percent
Both cless and
n=113 n=57 Class only Campus lsbonly  campus lsb _ Totalof schools  Total of schoolks
#salf #of Siaff Todsy's Steff Todays Staff Todeys ‘thatisachthe thetdo NOT teach
nurses schools CONCEPTS PRACTICED nurses schools  nurses schools  nurses schools concepls the concepts”
Making & Quick Baselne
100 57 Assosorment . ......... 12 16 6 12 2 6 ) 1
Teaching health concepls
8 5 tdes............. 2 3 9 2 " 67 100 0
Taking a Se¥-Care
98 57 Hetory .............. 7 28 4 4 7% 6 5 5
Doing a Nursing
93 56  Physical Assessment 13 9 4 1 83 o6 % "
Assisiing with Sell-Care
88 57 Medicstion Managsment. 43 4 2 g 55 46 96 4
Assising with Self-Care
89 56 Dist Mansgement ...... 2 58 5 0 6 42 100 0
Assisiing wth Self-Care
85 56 Exercise Management .. 20 1 8 12 75 98 2
Meen frequencies for off
fistad ambulstory concepls 2 2 5 6 73 6 95 5
Differences betwesn the
mears 10 1 7
* On the survey, stalf nurses were not ssked I they did NOT learn the concept
Nals: Number of responGents mey not equel listed n (113 and 57) due 1o some subject’s falre 10 reapand 1o each lem.
Table 13
WHERE STAFF NURSES AND TODAY'S VN SCHOOLS PRACTICE(D)
AMBULATORY CARE CONCEPTS
Percent
Practios(d) amb

Practice(d) amb  Practioe{d) amb careconcepisin  Tolals WITH Totals with NO
care concepts in  care conospls in  both ambulstory  practios of the  praction of the

n={13 n=57 amb care facllties hospitals care and hosplisls  concephs concepls

#staffl  #of Stall Today's Staff Todays Stf Todays Stalf Today's Stff Todey's

nurses schools CONCEPTS PRACTICED nurses schools  nurses schools  nurses schools  nurses schools  nurses schools
Making a Quick Bassline

101 ST Assessment .......... € 2 2 74 5 “ ® W 8 10
Teaching health concepts

o4 5 ftodenls ............. 20 4 31 e I 1] 85 96 15 4
Taking a Se¥l-Care

98 ST Hsory .............. 24 0 40 54 » N “u M 6 16
Doing a Nursing

98 56  Physical Assessment 27 0 40 57 a0 8 7 W
Assisling with Sell-Care

o 57  Medication Management. 13 0 M & N 26 ™ = 2 1"
Assisiing with Sel-Care

96 54  Diet Management ... ... 9 0 ® 6 B 2 % & “ 13
Assisling with Seff-Care

04 54  Exerciee Management .. 6 0 46 78 8 80 @« 2 8
Mean frequancies for al
Hstod ambuletory concepts 19 1 8 64 0 A 87 & 13 1
Differences between the
means 18 26 8 2 2

Note: Number of sespondenis mey not equat lsted n (113 and 57) due 1o some subjact’s fellure 10 Fepond to each k.m.
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On the other hand, a low of six percent of the staff nurses had no practice in taking
a self-care history, and a high of twenty-two percent had no practice in assisting with self-
care medication management. An average of thirteen percent of staff nurses had no
practice in implementing these skills.

in Table 14 below, the group means stated in percentages summarize where staff
nursés practiced ambulatory care concepts.

Table 14

SUMMARY OF PLACES WHERE STAFF NURSES PRACTICED

AMBULATORY CARE SKILLS
Place of Practice Percent
In ambulatory care facilities 19
In hospitals 38
In both ambulatory care facilities and hospitals 30
Totals WITH practice of the concepts 87
Totals with NO practice of the concepts 13

The evaluation of the forty-three elements of the ambulatory care leaming tools are
listed in percentage form in Table 8, on page 160. On this table, the staff nurses’ practice
may be compared with the percent of vocational nursing prograris in Califomia that teach
the elements, and with the necessity for ine elements as evaluated by the BVNPTE
consultant and the LBCC vocationzl nursing faculty.

More than eighty percent of the staff nurses practiced twenty-seven of the forty-three
elements. Sixty-four to seventy-two percent of the nurses practiced the other sixteen
elements. The sixteen least frequently practiced elements are listed as foliows.

1. Take a Self-Care History: ask questions about normaicy of self-concept and spiritual
satisfaction.




2. Perform a Nursing Physical Assessment: test for distance vision with a Snellen Chart;
test hearing with an audiometer; examine the mouth with a light and tongue blade; and
teach a client to do a seif-examination of her breasts.

3. Assist with Self-Care Management of Medications: discuss problems about undesirable
drug combinations with the physician; and help the client set up a schedule for taking
his/her medications.

4. Assist with Self-Care Managetnent of Diet: elicit information about daily foods eaten; sort
the client’s daily foods into the basic food groups; estimate the daily calories eaten and
deficiency or excess of calories; and assist the client o modify his/her diet, if needed.

5. mm.sgﬁﬁa&mﬁmmmmﬁ estimate the degrees of flexicn and
extension of the major joints; test bilateral muscle strength to assess for unilateral muscle
weakness; test for intact sensation in the extremities; and with physician approval, teach
appropriate exercises to a client to improve range of motion and muscle strength.

None of these areas that were leamed by a lower percentage of staff nurses are
surprising. Nommalcy of self-concept is Orem terminology, that may not be commonly
understood in the wider nursing community. The nurses may have leamed the element with
different terminology. Spiritual satisfaction has always been a sensitive subject in
predominantly public nursing schools. The elements of a physical assessment are a
relatively new aspect of student leaming in schools of nursing. The testing of vision and
hearing are unique to ambulatory care settings and students seldom practice these tests
in hospitals, where most student nursing experience is gained. It is surprising that only
seventy-three percent of nurses were taught to teach clients to do self-examination of their
breasts. However, the care of breasts and other genital areas are sensitive topics that may
have been avoided by the schools. Discussing elements of care, collaboratively with a
physician, is also a more recent leaming experience for many nursing students. ltis a little
unexpected that taking responsibility for helping the client to manage his/or her medications
at home, was leamed by less than eighty percent of the nurses. However, this element was
only slightly below the cut-off at seventy-nine percent.

In school, the staff nurses leamed the last two areas of ambulatory care least

frequently. These areas, self-care management of diet and exercise have not been

important aspects of the medical model of nursing care that emphasizes cure of disease.

186

14




Although most nurses support the importance of diet and exercise in prevention of iliness
and maintenance of wellness, many of these nurses have not been taught effective ways
of approaching and teaching these subjects to clients. Also, since diet and exercise often
involve long term, life style changeé. many nurses feel these areas are beyond the time

limits and administrative support of their practice.

. From a total of
seventy-five vocational nﬁrsing programs, the program directors of fifty-seven programs
responded to questions about seven routine ambulatory care nursing activities. The
directors stated whether their students learned to perform these activities in the classroom,
in a campus laboratory, in both classroom and campus laboratory, and in neither classroom
nor campus laboratory. The directors also identified the places where their students
practice the seven concepts: in ambulatory care facilities, Iin a hospital, or in both hospital
and ambulatory care facilities. In addition, the directors identified the elements of the seven
concepts that their students do not practice.

On Table 12, on page 183 is a comparison of the places where today’s California
vocational nursing students are leaming and where ambuiatory care staff nurses have
leamed about seven basic ambulatory care concepts. The California vocational nursing
students who leamed basic ambulatory care concepts only in the classroom ranged from
a low of nine percent for doing a nursing physical assessment to a high of fifty-eight percent
for assisting with self-care ciet management. The mean percentage for leaming a concept
only in the classroom is twenty-nine percent. The students who leamned these tasks only
in a campus laboratory ranged from zero percent for assisting with diet management to
twelve percent for making a quick baseline assessment and assisting with self-care exercise
management, with a mean of six percent. Leaming the concept in both class and campus

laboratory was much more common with the means ranging from a low of forty-two percent
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for diet management, to seventy-five percent for assisting with self-care exercise
management, with a mean of sixty percent.

A total of one hundred percent of schools teach students how to teach health
concepts to clients and teach how to assist with self-care diet management. A total of more
than ninety percent of schools teach students how to take a self-care history, how to assist
with self-care medication management, and how to assist with self-care exercise
management. However, it is notable that a total of six California schools do not teach their
students to make a quick baseline assessment and eight schools do not teach their students
to do a nursing physical assessment. This is significant considering the statement in the
"The NCLEX-PN Test Plan” (NCSBN, 1989:3) that explains, "The entry-level practical nurse
acts . . . in a more independent role when participating in the data collecting [assessment]
and implementing phases of the nursing process.”

From zero to four percent of Califomia schools provided the opportunity for students
to practice ambulatory care skills in an ambuiatory care setting. These percentages are
much smalier than were reported by the ambulatory care staff nurses who leamed nineteen
percent of ambulatory care skills in ambulatory care settings (see black wedges on the pie
chart, Figure 10, on page 184). The students primarily practiced ambulatory care skills in
the hospital. The range for hospital practice was fifty-four percent for taking a self-care
history up to seventy-eight percent for assisting with exercise management with a mean
of sixty-four percent. In both hospital and ambulatory care settings, only fourteen percent
of the students practiced making a quick baseline assessment compared with a maximum
of thirty percent who practiced both teaching health concepts to clients and taking a self-
care history. The mean for schools providing student practice in both hospital and
ambulatory care settings was twenty-four percent. When the percentages for all practice
settings are totaled, a low of eighty-four percent of schools provided the students with
practice taking a self-care history up to a high of ninety-six percent, who provided practice
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teaching health concepts to clients. The mean of the totals is eighty-nine percent of
students who had practice in either ambulatory care, the hospital, or both.

Only four percent of the schools did not provide students with practice in teaching
health concepts to clients, up to sixteen percent of schools that did not fumish practice in
taking a self-care history. An average of eleven percent of schools did not give students
practice in implementing these basic ambulatory care concepts. In Table 15 below, the
group means, stated in percentages, summarize where students practiced ambulatory care

concepts.
Table 15
SUMMARY OF PLACES WHERE STUDENTS PRACTICED
AMBULATORY CARE SKILLS
Place of Practice Percent
In ambulatory care facllities 1
In hospitals 64
In both ambulatory care facllities and hospitals 24
Totals WITH practice of the concepts 89
Totals with NO practice of the concepts 11

The evaluation of each of the forty-three elements of the ambulatory care leaming
tools are listed in percentage form on Table 8, on page 160. On this table, the teaching
pattems in California vocational schools may be compared with the percent of ambulatory
care staff nurses that practiced the elements as students, and with the necessity for the
elements as evaluated by the BVNPTE consultant and the LBCC vocational nursing faculty.

More than eighty percent of the schools provided their students with the opportunity
to practice thirty-one of the forty-three elements of the ambulatory care leaming tools. Fifty-
four to seventy-four percent of the schools practiced ten of the remaining elements. One
element was practiced by only thirty-two percent of schools and one element was practiced




by only eighteen percent of schools. The twelve least frequently practiced elements are
listed as follows.

: aski e following: quality of solitude and
soclal interacnons. normalcy of seff concept and spiritual satisfaction.

2. Perform a Nursing Physical Assessment: test for distance vision with a Snellen Chart
(practiced by only thirty-two percent of schools); test hearing with an audiometer
(practiced by only eighteen percent of schools); examine the mouth with a light and
tongue blade; teach a client to do a self-examination of her breasts.

3. Assist with Self-Care Management of Medications: discuss problems about undesirable
drug combinations with the physician.

4. Assist with Self-Care Management of Diet: estimate the dally calories eaten and
deficiency or eavess of calories.

5. Assist with Self-Care Management of Exercise: estimate the degrees of flexion and
extension of the major joints; test bilateral muscle strength to assess for unilateral muscle
weakness; and with physician approval, teach appropriate exercises to a client, to
improve range of motion and muscle strength.

These areas that are practiced in fewer schools are not unexpected. Quality of
solitude and social interactions and normaicy of self-concept are both Orem terminology,
that may not be used in many schools. Probably, the concepts are practiced but are
described differently. As with the staff nurses, spiritual satisfaction is a sensitive subject in
predominantly public nursing schools. Schools may have begun teaching some elements
of physical assessment moie recently and these elements may not yet be taught in all
schools. The testing of vision and hearing are unique to ambulatory care settings, and since
the Califomia vocational nursing schools are using ambulatory care facllities to such a
limited extent, the iow percentage of practice of these elements would be expected.

As with the staff nurses, it is surmprising that only sixty-five percent of the schools are
having their students practice teaching clients to do self-examination of their breasts. The
campaign of the American Cancer Society to have all women check their breasts each

month has either been so effective that the schools see no need to reinforce this concept,

or the schools do not see teaching breast self-examination as a nursing responsibility. The
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care of breasts and other genital areas are sensitive topics that may still be avoided by
some vocational nursing schools.

Discussing elements of care collaboratively with a physiclan is also a more recent
leaming experience for many nursing students. Some vocational nursing schools may still
consider this element beyond the responsibilities of vocational nurses. Vocational nursing
schools are more frequently requiring their students to practice self-care management of
diet than did the ambulatory care staff nurses. However, some schools may still consider
one area, estimating daily calories eaten and the deficiency or excess of calories to be the
prerogative of the dietitian or the registered nurse.

The area of self-care management of exercise has not been an important aspect of
the medical model of nursing care that emphasizes cure of disease. Most schools do teach
the importance of exercise in prevention of iliness and maintenance of wellness. However,
like the staff nurses, the teachers in the schools may not have been taught effective ways
of approaching and teaching this subject to clients so they may not have integrated specific
elements related to exercise into their curricula.

Evaluation of the Clinical Experi

The initial evaluation. The answer to Tyler's (1949:1) first fundamental curriculum
development question, "What educational purposes should the vocational nursing program
seek to attain?" is found in the philosophy of the Vocationa! Nursing Program. The
Philosophy (Appendix H, page 277) states, "The major objective of the Long Beach City
Coliege Vocational Nursing Program is to prepare students for licensure and competent
practice as vocational nurses. ... Vocational nursing education is the preparation of
begihning level nurses who have the knowledge and skills to care for stable clients. These
clients may be adults or children who need hospital, skilled nursing or ambulatory care for

acute or chronic illnesses.”
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The answer to Tyler's (19493:1) second question, "What educational experiences can
be provided to attain these purposes? is found in this study. The revised and updated
ambulatory care experience prepares vocational nursing students to care for adults who
need ambulatory care for acute or chronic llinesses. The structure and content of this
experience have been thoroughly researched and validated, and the course has been
implemented at LBCC.

The answer to Tyler's (1) third question, "How can these educational experiences
be effectively organized?” is also found in this study. The BVNPTE has accredited both the
content and the structure of the ambulatory care experience. The agencies used as clinical
sites have approved the experience. The vocational nursing faculty have accepted the
ambulatory care experience as an integral part of the cumriculum, and the students in the
vocational nursing program have evaluated it as a useful leaming experience.

The answer to Tyler's (1) fourth question, "How can the faculty determine whether
these purposes are being attained?" lies in the ongoing evaluation of the students who are
experiencing the course. A comprehensive evaluation program has been devised for this
purpose. The clinical instructor will see the students each week and will record their
accomplishment of the leaming experiences. She will talk with the staff nurses and the
supervisors of each agency to determine their assessment of the students’ progress.

The ongoing evaluation. A final examination will be used to evaluate the students’
knowledge, abllity to think critically, comrectly apply theory to practice, and satisfactorily
demonstrate psycho-motor nursing skills. The use of this tripartite examination will begin
after this study is completed.

Summary. At the end of each semester, the clinical instructor conducts a post-
experience evaluation with the supervisors of each of the clinical facilities. She brings
information from these meetings to the teaching team at a course final evaluation meeting.

The classroom instructor gives the final examination and tabulates the results of the
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examination. The classroom instructor also collects written course evaluations from the
students. These evaluations include information about the ambulatory care experience.
The classroom instructor tabulates information from the student evaluations and brings it,
along with the final examination statistics, to the teaching team at the course final evaluation
meeting. Using these objective and subjective inputs, the teaching team leader makes
recommendations to the faculty for further necessary changes and updates. The faculty will
consider these recommendations in relation to the whole vocational nursing curriculum,
input from the clinical agencies, suggestions from the vocational nursing advisory
committee, and direction from the college administration. This process will facilitate needed
adjustments, so that the ambulatory care experierice can continue to be as meaningful a

leaming opportunity as possible.
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Chapter 5
DISCUSSION, CONCLUSIONS, IMPLICATIONS, AND RECOMMENDATIONS
Discussion of Results
During this study, four questions were investigated. The questions, each foliowed

by a resolution, are presented below.

The Need for an Ambulatory
Care Clinical Experience

Question One. What circumstances suggest a need for an ambulatory care clinical
experience?

The answer to this question was culled from the literature, a survey of the LBCC VN
Advisory Committee, interviews with three directors of ambulatory care agencles, and an
interview with the executive officer of the Board of Vocational Nursing. All of these sources
agreed on several answers to the question. The high cost of hospital care has forced clients
to be discharged earlier from hospitals so they seek continuing care in ambulatory facllities.
Preventive care delivered in ambulatory facliities is slowly increasing because it also saves
money. Chronic iliness, seen in the aging population, is swelling the need for ambulatory
care. These facts support the predictions that ambulatory care will continue to grow and
there will be an increasing need for nurses to work in ambulatory care facllities.

A Supportive Program Structure

Question Two. Is the Long Beach City College vocational nursing program
structured so that it will support the ambulatory care experience?

At the beginning of this study, the LBCC VN program structure did not adequately
support the ambulatory care experience. The literature review, the interviews, and the
surveys that were conducted as a part of this study have directed and then validated
changes made by the VN faculty. To support the ambulatory care experience, the faculty
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updated the program philosophy so that it included ambulatory care facilities, as well as
hospitals and skilled nursing care facilities, as sites in which students would be prepared
towork. Skill in using the language of nursing, nursing diagnosis, was added as part of the
requisite basic nursing theory. This addition was necessary so that the students can
effectively collaborate with staff nurses without the support of an on-site instructor to identify
and name nursing problems and develop and implement plans of care. The faculty also
revised the taxonomy of nursing diagnoses that provides the content outline for the
curriculum. The structure of the taxonomy was changed from a systems-based medical
model, to Orem’s Self-Care Deficlt Theory of Nursing (SCDTN).

Integration of Theory, Process
and Content

Question Three. How shall a nursing theory, nursing diagnosis and critical thinking,
and wellness and prevention of illness be integrated into the ambulatory care clinical
experience?

The resolution of problems implicit in this question was the major accomplishment
in this study. Each of the three factors required a somewhat different solution.

Qrem's theory. Tre faculty had already adopted Orem’s theory of nursing and was
using it as the theoretical foundation for most of the curviculum. However, in some ways,
the theory was being used in name only. The literature was searched to find guidance in
how to more effectively use a nursing theory as a basis for the cumriculum. Many authors
suggested that nursing theories are appropriate and necessary, but not many were able to
give concrete direction for using a theory. Bevis (1989), however, clearly answers this
question when she says that a nursing theory provides strategies for organizing the
curriculum. The faculty used this information as they reorganized the VN Taxonomy of
Nursing Diagnoses. Deloughery (1991) also gave concrete direction when she said that a
theory defines the nurse's role and directs his/her use of the nursing process.
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The literature was also reviewed to reinforce the researcher’s knowledge base about
Orem's theory. Orem originally developed her theory in 1958 as part of a government
sponsored project to upgrade practical nursing. She proposed that a person wiil meet
his/her own self-care needs if s/he can. If the person is il or injured, s/he has seif-care
deficits, and may need nursing care, in order to retum to a self-care state. Orem'’s
theoretical statement becomes very complex and abstract when all the possible
ramifications and levels of care are explaired, especially when Orem'’s own terminology is
used. However, after reviewing Orem’s books and maﬁy articles, reviews, and criticisms
of Orem’s work by other authors, the researcher became convinced that there are no
unfathomable secret meanings hidden in all the obtuse terminology. Without fear of
contradiction, the faculty working within Orem’s Self-Care Deficit Theory of Nursing can
teach students that the purpose of nursing is to retum clients to a state of self-care.

When the knowledge-base hurdle was overcome, it became a relatively simple
matter to reorganize the ambulatory care leaming tools. The leaming tools are six forms
used by the students to gather information from a client, and then assist the client to resolve
the health problem and retum to a self-care state. These forms were reorganized to change
them from the medical model, with its pathophysiological head-to-toe pattem, to a more
holistic approach using Oreni's universal self-care deficits. The arrangement and
classification of the content was completely revised so that it is categorized under Orem’s
universal self-care deficits. The titles of the leaming tools were also changed to reflect the
change in theoretical orientation. The content of these forms required only minor
adjustments. One of these changes is a substitution of the term "reason for contact” for
“chief complaint.” This change in terminology reflects the assumption that the client is
coming to the health care provider, not as a dependent "complainer” but as a collaborator

in achieving self-care.
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The behavioral objectives provide the students with directions for using the six

ambulatory care leaming toc!s. The behavioral objectives were rewritten for clarification but
the content was not radically changed. Once the revision of the leamning tools was
completed, the evaluation form was easily reconstructed so that the students could record,
and the teacher could confirm, their accomplishment of the behavioral objectives.

Haynes, Executive Officer of the BVNPTE commented on nursing theories for
vocational nursing programs in a telephone interview on February 25, 1992. She said that
although about half of the vocational nursing schools still use the medical modei to direct
their nursing curriculum; this will change over the next ten years so that schools will be
using nursing theoretical models.

Nursing diagnosis and critical thinking. The review of the literature and interviews
with the executive officer and nursing consultant of the Board of Vocational Nurse and
Psychiatric Technician Examiners (BVNPTE) were the sources for information to resolve the
problem of nursing diag:z sis and critical thinking.

All five steps of the nursing process are inherent in the six ambulatory care leaming
tools. To complete a leaming tool, the student gathers subjective and objective data about
a client's self-care problem, analyzes the data and names the problem using nursing
diagnostic terminology, creates a plan for resolution of the problem, carries out the plan, and
evaluates both the plan and the client’s self-care status. In the ambulatory care setting at
LBCC, the student gives nursing care under the guidance of staff nurses but without the
direct daily supervision of an instructor. Therefore, the student must be able to complete
the required work independently, and then, before implementing the plan with a client,
request a signature approval from the supervising registered nurse. Itis impossible for the
student to complete the ambulatory care assignments without doing all five steps of the

nursing process.
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Under the Califomia Education Code (Title V, § 55002), associate degree classes
in community colleges must require critical thinking (analysis) as part of the coursework.
The six leaming tools ensure that students will do critical thinking during the ambulatory
care experience. Bloom and his colleagues (1956) state that analysis and synthesis are a
part of the broad classification of intellectual abilities and skills that should be taught and
practiced during elementary school, through college.

However, the National Council of State Boards of Nursing, an influential organization
that is responsible for the content of nursing licensing examinations has determined that a
vocational nurse cannot (or should not) make nursing diagnoses. In the state board test
plan for vocational nurses, the National Council explains that the examination is based on
four steps of the nursing process. "The phases of the nursing process are grouped under
the broad categories of collecting data [assessment], planning, implementing, and
evaluating nursing care” (NCSBN, 1989:3). The test plan also states, “the examination
includes test items at [only] the cognitive levels of knowledge, comprehension, and
application” (2). Since the cognitive levels of analysis, synthesis, and evaluation are not
tested, the practice of vocational nurses is effectively limited because many schools do not
teach beyond the parameters of the state board test.

Haynes, the Executive Officer for the Califomia BVNPTE, echoes the National
Council stance in a telephone interview on June 2, 1992. She states that the Board
considers analysis and synthesis to be beyond the scope of practice for California
vocational nurses. She also says that the National Council's detesmination that analysis
and synthesis and thus making nursing diagnoses is the exclusive prerogative of the
registered nurse, constrains the BVNPTE in its interpretation of vocational nursing’s scope
of practice.

The vocational nursing faculty reviewed all sides of this thomy problem and

confirmed thet the students in the LBCC vocational nursing program will continue to leam
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all five steps of the nursing process. To guarantee that the students understand that they
must practice under the supervision of a registered nurse, each ambulatory care leaming
tool now includes a sentence requiring the students to obtain a registered nurse's signature
of approval, before they can implement the plan with a client.

Wellness and the prevention of iliness. The review of the literature and interviews
with the executive officer of the BVNPTE, three ambulatory care administrators, and a
student survey are the sources for the solution of this problem. There was no controversy
about using weliness and prevention of lliness as a major conient focus for the ambulatory
care experience. Every source confirned that the solution to a major part of the nation's
health problems should be keeping people well, rather than curing them after they become
sick. The responses of the executive officer of the BVNPTE and three ambulatory
administrators, who agree that vocational nursing students should be leaming to promote
wellness, prevent iliness, and teach self-care measures, supports and gives validity to the
inclusion of this subject matter in the leaming tools.

The major emphasis in the first three leaming tools is honing the student's
assessment skills. The other three leaming tools focus, on weliness, prevention of lliness,
and preventing the complications of iliness. The student survey confirmed that the students
had enough time to work with clients for wellness and illness prevention. The survey aiso
indicated that in the students’ opinion the leaming tools were effective in accomplishing this
goal. However, a problem does loom for the students when they become graduates.
Doctors or medical organizations, who will frequently be their employers, are far more
inter~sted in curing diseases, than in keeping clients well. Resolving this problem will be
one of the major tasks of the federal and state govemments who are charged with

implementing "health care reform.”
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Evaluation

Question Four. How shall the ambulatory care clinical experience be evaluated?

The review of the literature, surveys of students who had completed an ambulatory
care experience, staff nurses who worked in ambulatory care, LBCC faculty members, and
Califomia vocational nursing program directors provided information used to evaluate the
ambulatory care experience.

Evaluation of the ambulatory care experience at LBCC. The work of Tyler (1949)
provided the framework for the immediate evaluation of the ambulatory care experience.
Other authors contributed ideas related to paper-pencll testing of clinical knowledge,
suggestions for outcome evaluation of student achievement in an ambulatory care
experience, and offered survey instruments that could be modified for use in evaluating the
ambulatory care experience.

The ongoing evaluation of the LBCC ambulatory care experience occurs at the
beginning and at the end of each semester. At a planning session with each agency, the
clinical instructor and agency supervisors adjust the parameters for the upcoming
experience, based on the experiences of the previous semester. After the clinical
experience the clinical instructor brings information from an evaluation with agency
supervisors, to the teaching team at a course final evaluation meeting. The classroom
instructor brings the results of the final examination and the students’ evaluations of the
clinical experience. Using these objective and subjective inputs, the teaching team leader
makes recommendations to the faculty. The faculty considers these recommendations in
relation to the whole vocational nursing curriculum, suggestions from the vocational nursing
advisory committee, and direction from the college administration. The faculty then
facilitates needed adjustments, so that the ambulatory care experience can continue to be
a meaningful leaming opportunity for the students.
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. Haynes (2/25/92),
Executive Officer of the BVNPTE, feels that schools and the Board should work
collaboratively to make adjustments to changes in delivery of health care such as the shift
to ambulatory care. She encourages schools to explore using ambulatory care facilities as
educational sites. Anderson (3/31/92), nursing consultant for the BVNPTE, agrees that it
would be appropriate for other schools to consider estabiishing an ambuistory care
experience. She concurs that other schools should consider using community health
agencies as clinical leaming sites, even though they could only provide instructor support
on a weekly basis. She feels that it would be appropriate for other schools to consider
requesting an increase in their hours of ambulatory care experience if they have an
appropriate structure for the experience and have acceptable clinical sites.

All three of the ambulatory care administrators said the balance of theory work and
practice, the number of éssignments. the time to do the assignments, and the depth of the
assignments was appropriate. These comments and conclusions generaily supported and
verified the appropriateness of the ambulatory care leaming experience.

The students who had completed the revised ambulatory care leaming experience
evaiuated their own completion ratio for the leaming tools, their ability to complete the
leaming tools expeditiously, and their ability to remember the content of the leaming tools.
The students also judged the relationship of the leaming tools to Orem'’s theory, the utility
value of the leaming tools in providing information about clients, and the number of ciients
for whom time would be available for health teaching. The students judged all the leaming
tools to be useful and efficient in accomplishing the objectives for which they were designed.

The sixteen members of the LBCC faculty assessed the criteria that had been
written for establishing an ambulatory care experience. An average of more than ninety
percent of the faculty judged the criteria related to students, agency, and instructors, as
*essential.” They considered eighty-two percent of the criteria for the behavioral objectives
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to be "essential." Anderson, the BVNPTE consultant, considered about seventy percent of
the criteria to be "essential,” aimost twenty percent to be “"supplementary,” and a littie over
ten percent to be "unnecessary.” The difference between the faculty and the consultant
reflects the difference in orientation between a regulatory agency that sets minimum
standards and a school faculty, that establishes standards of excellence. In either case, the
criteria were generally evaluated with approval.

The sixteen members of the LBCC faculty judged the forty-three elements of the six
leaming tools and a client teaching component. Ninety percent of the components of the
quick baseline assessment, client teaching, self-care history, and self-care management of
medications were judged to be "essential.” Eighty percent of the elements of the nursing
physical assessment and self-care management of diet were ranked as "essential.”
However, only sixty-six percent of the elements for self-care assessment of exercise were
considered "essential” (see Table 8 on page 160). This may reflect the notion that exercise
guidance is not the province of a vocational nurse, even though all wellness programs
consider exercise to be a keystone of heaithy living.

Anderson, nursing consuitant, evaluated the same forty-three ambulatory care skills.
She judged twenty-eight skills as "essential.” She considered nine to be "supplementary”
and six to be "unnecessary” (see Table 8 on page 160). She based her judgment on the
skills that need to be taught to meet accreditation requirements and on the NCLEX
guidelines that suggest that it is beyond the scope of practice for vocational nurses to be
required to do thinking at the analysis and synthesis levels.

One hundred and thirteen ambulatory care staff nurses stated whether they had
practiced the elements of the leaming tools, while they were in school. Out of forty-three
elements, twenty-seven had been practiced by more than 80 percent of the nurses. All
elements had been practiced by at least sixty percent of the nurses (Table 8 page 160).

202

215




More than 80 percent of students in Califomia VN programs are practicing thirty-one
of the forty-three elements. Only two elements, hearing and distance vision assessment,
are being practiced by less than 50 percent of programs (Table 8 page 160).

An average of 95 percent of Califomia VN schools teach students the listed
ambulatory care skills. A few Califomia schools reported that they do not teach their
students to make some of the ambulatory care assessments (Table 12 page 183). This is
significant since the "The NCLEX-PN Test Pian” (NCSBN, 1989:3) explains, "The entry-leve!
practical nurse acts . . . in a more independent role when participating in the data collecting
[assessment] and implementing phases of the nursiny process.”

An average of 87 percent of ambulatory care staff nurses have practiced the
ambulatory care skills. Practice of the ambulatory care skills is provided by 89 percent of
California VN schools (Table 13 page 183).

An average of 19 percent of staff nurses practiced ambulatory care skilis only in
ambulatory care settings while they were in school. This is contrasted with the California
VN Directors that reported only 1 percent of schools with students practicing skills only in
am.;bulatory care facilities. Practice of ambulatory care skills in hospitals was additionally
provided for 38 percent of staff nurses and 64 percent of Califomia VN schools. Practice
of the skills in both hospitals and ambulatory care facilities was provided for 30 percent of
staff and 24 percent of schools (Table 13 page 183).

Conclusions and Implications

The data collected during this Major Applied Research Project have been applied
to the revision of an ambulatory care experience that can serve as a model for other
vocational nursing schools. A growing need! for students to be educated in ambulatory care
nursing has been established. The vocational nursing program structure has been modified

so it now appropriately supports the clinical experience. Both the BVNPTE nursing
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consultant and the LBCC VN nursing faculty have approved the criteria for setting up an
ambulatory care experience.

A nursing theory, Orem’s Self-Care Deficit Theory of Nursing, has been
appropriately integrated into the components that direct student leaming, during the
ambulatory care clinical experience. Student leaming, without the direct supervision of an
instructor Is achievable, because the students are given clear directions in the revised
leaming tools. The students can practice using the nursing process, including nursing
diagnosis, during their ambulatory care experience. The leaming tools are designed to
promote wellness and iliness prevention, and these areas will be of increasing importance
in managing the heatth of our nation.

A very high percentage of the individual elements of the leaming tools were ranked
as "essential" by the BVNPTE consultant and the LBCC VN faculty. These elements had
been leamed and practiced by a high pércentage of ambulatory care nurses during their
student experience, and the elements are also being taught and practiced by a majority of
California vocational nursing programs. Students are able to leam to perform ambulatory
care skills in both hospital settings and in ambulatory care settings. However, the staff
nurses who are presently working in ambulatory care tended to leam more ambulatory skilis
in an ambulatory care setting.

From the extensive positive evaluations of the ambulatory care experience, the
following implications may be assumed. With careful planning and an appropriate
curricuium, ambulatory care facilities can provide successful student leaming experiences,
even when it is not possible to have a full-time teacher on site. If appropriate behavioral
objectives, well designed leaming tools, and weekly monitoring by an instructor are
provided, beginning level undergraduate students can successfully implement their own
leaming experiences. The leaming experiences in ambulatory care facilities will prepare

students to give a futuristic kind of nursing care that will bring the concepts of weilness and
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iliness prevention, rather than the cure of liiness, to a much broader segment of our nation's

population.

In this study the current status of ambulatory health care in the United States was
investigated, and data was obtained upon which an ambulatory care clinical experience was
revised and evaluated. Based on the results of this study, the following recommendations
are made for schools of nursing:

1. Make curricular changes so that students can have specific preparation for working in
ambulatory care.

2. In communities without ambulatory care facllities establish an affiliation with an
ambulatory care agency in another community. This study shows that ambulatory care
is growing, and that ambulatory care is one of the places that nurses can find jobs. The
study also demonstrated that students can have beneficial ambulatory care leaming
experiences, even without daily direct instructor supervision.

3. For students who will have an ambulatory care clinical experience, provide
a. Clear directions for implementing the clinical behavioral objectives
b. Detailed leaming tools so students can manage their own leaming experiences
¢. Definitive ways of evaluating students’ accomplishment of the behavioral objectives.
Ambulatory clinical facilities are typically small and can accommodate only a few
students in each site, so an on-site teacher Is not feasible. These components are
necessary in order to give adequate guidance for students. The resuits of this study
provide a model for teaching nursing care in ambulatory care facllities that will facilitate
the use of these clinical agencles by nursing programs. |

4. Do an extraordinary amount of pre-planning with new ambulatory care clinical agencies.
This pre-planning must include written directions that are made avallable to both students

and agency personnel. The directions should delineate the responsibllities of students
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for other areas of nursing care, such as medication administration and treatments, and

the responsibilities of staff nurses for supervision of student nurses’ activities.

. Require that students complete courses in nursing fundamentals and be well along

toward completing medical-surgical nursing experiences before beginning an ambulatory
care experience.

Most of the nursing skills required in an ambulatory care experience are not technically
demanding, but students must be comfortable with basic nursing skills. In addition,
students in an ambutatory care experience must also be psychologically ready to assume
responsibility for their own leaming. Advanced interpersonal and assessment skills, that
require much more leaming time and experience, should be reserved for students in

nurse practitioner programs at the bachelor’s or master’s degree level.

. Plan for the following time parameters in an ambulatory care experience:

a. Not less than fifty-four hours, nor more than 108 hours

b. Full eight-hour shifts with sequences of at least two or three days

c. Aninitial time period for the students to orient to the facility and establish relationships
with staff members.

Basic nursing programs must use the students’ clinical time very efficiently, to provide

an opportunity for all the needed leaming experiences.

. Adopt a nursing theory rather than continuing to use the medica! mode!.

Nursing and medicine have very different foci and using the medical model to direct

leaming about nursing may cause students to be confused about their role as a nurse.

. Teach the subjects listed below:

a. Assessment of spiritual satisfaction

b. All the elements of a physical assessment, including distance vision testing with a

Snellen eye chart (E chart) and hearing screening with an audiometer
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c. Teaching breast self-examination

d. How to collaboratively discuss client care with a physician

e. Teaching seif-care management of medications

f. Teaching self-care management of diet including basic food group requirements and
how to estimate calories

g. Teaching self-care management of exercise including assessment of limitation of joint
movement, bilateral muscle strength, and sensation in the extremities.

Some of the staff nurses surveyed in the study had not leamed several elements of the

ambulatory care leaming tools during their basic programs. Also, the directors of some

Califomnia vocational nursing schools indicated that they are not currently teaching these

elements.

9. Use the more iv.odem five step nursing process that includes nursing diagnosis.
Students who have been taught the four step nursing process will be handicapped in
continuing with their education because they have leamed an obsolete version of the
nursing process. Although many staff nurses are not well prepared to be role models as
nursing diagnosticians, students and staff, (or faculty) can leam together to use some of
the newer aspects of nursing practice.

The following recommendation applies to the National Council of State Boards of

Nursing (NCSBN}):

10. Discard the premise that the intellectual skills of analysis and synthesis are beyond the
scope of practice for vocational nurses.
Either the premise is based on a mistaken interpretation of The Taxonomy of Educational
Objectives (Bloom et al., 1956), or it deliberately discriminates against vocational nurses.




The following recommendation is addressed to The Practical Nursing Council of the
National League for Nursing:

11. Suggest that the National Council of State Boards of Nursing use the stable or unstable
nature of the clients for whom care is being provided, as a better way to differentiate
between the levels of practice.

The following recommendations are directed to the Board of Vocational Nurse and
Psychiatric Technician Examiners (BVNPTE) and its officers:

12. Read this study (a copy has been requested and will be provided).

13. Abandon the premise that analysis and synthesis are beyond the scope of practice of
Califomia's vocational nurses.

Since grade school children are expected to leam to use the intellectual skills of analysis
and synthesis, it is unreasonable to arbitrarily limit adult leamers from the use of analysis
and synthesis.

The last recomn 2ndation is addressed to the author of this study:

14. Submit an article describing the model for teaching ambulatory care nursing to the
Joumnal of Practical Nursing or a similar joumal, so that the model can be used by other

nursing programs who wish to use ambulatory care facliities as clinical sites for student

nurses.
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BVNPTE EXECUTIVE OFFICER'S INTERVIEW OUTLINE

The purpose of this interview is to gather information about the present and future place
of the vocational nurse in ambulatory care, and future trends in vocational nursing curricula.

Name Date

Agency
BACKGROUND
1. How long have you been the executive officer for the Board of Vocational Nurse and

Psychiatric Technician Examiners?

2. What was your educational preparation for this job?

3. What kind of experience did you bring to this job?

PRESENT AND FUTURE PLACE OF THE VOCATIONAL NURSE
IN AMBULATORY CARE

For the following questions, please feel free to add any explanations you wish to your
answers.

4. in the next five years, will the number of LVN jobs in ambulatory care change?

a. ___ Increase
b. ___ Stay about the same
c. ___ Decrease

The reason(s)?
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5. In the next ten years, will the number of LVN jobs in ambulatory care change?

a.____ Increase

b. ___ Stay about the same
C. ___ Decrease

The reason(s)?

6. In the next five years, will the amount of preventive nursing care practiced by LVNs
change?
a. ____ Increase
b. ____ Stay about the same
¢. ____ Decrease

The reason(s)?

7. Evaluate the following disease prevention efforts by LVNs as essential (E),
supplementary (S), or unnecessary (U).

E § U
— - — Heart disease
— —n — Cancer
—_ ___ __ Hypertension
—_— —_ Diabetes
- e — Emphysema
e — ___ Claucoma
— AIDS

@ ~0oap g
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8.

10.

in the next five years, will the amount of wellness nursing care practiced by LVNs
change?

a. ____ Increase
b. . Stay about the same
c. —__ Decrease
The reason(s)?
Evaluate the following wellness promotion efforts by LVNs as essential (E),
supplementary (S), or unnecessary (U).
E S U
a.___ __ ___ Diet
b.___ __ __ Exercise
C.__ — __ Stresscontrol
d o —_ ___ Weightloss
e.____ ____ ____ Personal accident prevention
f. __ —_ _— Smoking cessation
Q9. — ___ Substance abuse control
h o
i. —_—
Do today’s LVNs need skill in assessment in the areas listed below?
YES NO
a.____ ___ Brief (5 minute) physical assessments
b. __ ____ Psychological function
C. ___ — Social function
d. ___ ___ Spiritual function
e. ___ ___ Habits of daily living
f. ___ __ Neurochecks
g. —_ __ Respiratory function (dyspnea, coughing)
h. ___ ____ Cardiac function (edema, SOB)
i. ___ ___ Digestion and bowel function
j —— — Sexual function
k. __ ___ Biladder function
. — ___ Range of motion and muscie strength
m.___

2
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1.

12.

Do today’s LVNs need skill in teaching clients?
YES NO

a. ___ ___ Mental health and stress management

b. __ ___ Psychosocial and spiritual functioning

c. ___ ___ Habits of dalily living such as basic nutrition, weight loss, dental health,
bodily cleanliness

d. ___ ___ Home management of diseases such as stroke, Alzheimer's Disease,
asthma, emphysema, congestive heart failure, and diabetes

e. __ ___ Management of physiologic functioning such as bowel elimination, bladder
function, and exercise

f. ___ ___ Substance abuse control and smoking cessation

g. __ ___ Personal accident prevention

|

o

Today, what should be included in the role of the majority of LVNs in ambulatory care?

Rank the following areas as essential (E), supplementary (S), unnecessary (U).

E 8§ U

Make brief (5 minute) physical assessments

— Take vital signs

—_ Prepare the client to be examined by the doctor

— — Assist the doctor

— __ Administer medications

—_ —_ ___ Teach clients to implement medical orders to manage their iiinesses
— —__ Teach clients to make life-style changes to manage their ilinesses
. — ___ Helpclients to change their life styles to prevent spectfic iliness
— ___ Teach clients to adopt generally healthier life styles

~T@ e Q0o
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13. Five years from now, what should be included in the role of the majority of LVNs in
ambulatory care? Rank the following areas as essential (E), supplementary (S),
unnecessary (U).

E S U
—_ ___ ___ Make brief (5 minute) physical assessments
— ___ Take vital signs
Prepare the client to be examined by the doctor
— —r ___ Assist the doctor
— ___ ___ Administer medications
____ ___ Teach clients to Implement medical orders to manage their ilinesses
___ ___ Teach clients to make life style changes to manage their illnesses
e ___ ___ Help clients to change their iife styles to prevent specific iliness
____ ___ Teach clients to adopt generally healthier life styles

~T@ e a0 ow®
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14. Ten years from now, what should be included in the role of the majority of LVNs in
ambulatory care? Rank the following areas as essential (E), supplementary (S),

unnecessary (U).
E S U
a.___ __ ___ Make brief (5 minute) physical assessments
b.____ ___ ____ Take vital signs
C. ___ ___ __ Prepare the client to be examined by the doctor
d.____ ___ ___ Assistthe doctor
e.___ ___ ___ Administer medications
f. __ ___ ___ Teachclients to implement medical orders to manage their ilinesses
g. ___ ___ ___ Teach clients to make life style changes to manage their ilinesses
h.___ ___ ___ Helpclients to change their iife styles to prevent specific iliness
i

— _ —__ ___ Teach clients to adopt generally healthier life styles

S
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15. To determine your opinion of how the BVNPTE can integrate and impiement the current
changes in practice, especially the shift of care out of acute care facliities and into other
forms of care, please say whether you agree with the following statements:

YES NO

a. ___ ___ The Board will expect schools to make appropriate changes within the
present regulatory structure (optional 18 hour observation or up to 54 hour
*hands-on" experience with weekly instructor visits).

b.___ ___ The Board will expand the hours (54) that are presently permitted for
"hands-on" experience in community health agencies to hours.

¢. ___ ___ TheBoard will require that gll community health experiences be "hands on"
rather than observational.

d. ___ ___ The Board will require a "hands-on" community health experience of ____
hours.

e.___ ___ The Board will continue to permit instructors to visit community heath
agencies on a weekly basis.

f. ___ ___ For experiences of more than 54 hours, the Board will require
instructor visits per week.

g. ___ ___ Other regulatory possibilities, please list them.
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16. To ascertain how educators can jnform the board about changes in nursing practice,
please say whether you agree with the following statements:

YES NO
a. ___ ___ Educators should communicate to their consultants with
— information
___ recommendations

b. ___ ____ Educators should communicate to the Board's executive director with
___ information
___ recommendations

c. ___ ___ Educators should communicate to the president of the board with
—__ information
___ recommendations

d. ___ ___ Educators should communicate to the chair of the education committee
with

information
____ recommendations

e.___ ___ Educators should attend meetings for formal dialogue between Board
representatives and educators and share
___ information
____ recommendations

f. ___ ___ Educators should expect that the Board will keep abreast of changes in
practice and will Initiate appropriate regulatory changes as the times

demand.

g. Please list other ways of informing the Board.
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VOCATIONAL NURSING CURRICULA

17. To determine your opinion of the future of the medical model e.g., the cardiovascular,
gastrointestinal and other systems, as a framework for vocational nursing curmicula,

please answer the questions below and say whether you agree with the statements that
follow.

a. What percent of vocational nursing schools in Califomia report the type of theoretical

framework they use for their curriculum? %

b. What percent of vocational nursing schools in California use the medical model as
a framework for their nursing curricula? %

YES NO

¢. ___ ___ The medical model is an acceptable mode! for vocational nursing schools,
now, and for the foreseeable future.

d. ____ ____ The medical model is an acceptable mods! now, but will be obsolete in
years.
e.___ ___ Although many nursing schools still use the medical model it should be
changed to a nursing model as rapidiy as possible.
f. ___ ___ Have you any other comments about the medical model as a curricular
framework for nursing schools?
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18. To determine your opinion of the future of pursing models to structure vocational nursing
curricula, please state whether you agree with the following statements:

YES NO

8. ___ ___ The Board should permit vocational nursing schools to function without a
theoretical model for their curmricula.

b. ___ ____ The Board should permit vocational nursing schools to use either a medical
model or a nursing theory and only require them to identify and
demonstrate the kind of theoretical model they are using.

c. ___ __ The Board should require vocational nursing schools to adopt a nursing

theory that has been widely published in the nursing literature.

d.____ ___ The Board should permit vocational nursing schools to use a locally

developed, unpublished, nursing theory.

e. ____ ___ The Board should require vocational nursing schools to adopt a nursing

theory as a cumricular framework within the next ___ years.

f. ___ ___ Have you any other comments about nursing theories as curricular

frameworks for nursing schools?
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19. To determine your opinion of the place of pursing diagnoses in vocational nursing
curricula please say whether you agree with the following statements.
YES NO
a. ___ ___ "Nursing diagnosis gives all nurses a common language to communicate
the uniqueness of the work that we do." (NANDA, 1990}.

b. ___ ___ Nursing diagnosis is an essential step of the nursing process.

c. __ __ Nursing diagnosis should be introduced to all vocational nursing students.

d. ___ __ The Board should pemnit vocational nursing schools to teach nursing
diagnosis as they wish.

e. ___ ___ The Board should pemnit vocational nursing schools to teach nursing

diagnosis, with some limitations, such as:

f. ___ ___ The Board should require vocational nursing schools to teach nursing
diagnosis, without limitations, within the next __ years.

g. — _—__ The Board should permit vocational nursing schools to determine the type
of nursing diagnostic terminology used to teach nursing diagnosis.

h. ___ ___ If nursing diagnoses are taught in vocational nursing schools, the Board
should require that NANDA terminology be used.

i. ___ ___ Nursing diagnosis is the prerogative of professional registered nurses and
should not be introduced in a vocational nursing program.

J. — ___ Have you any other comments about nursing diagnosis as a part of
vocational nursing curricula?

Thank you for agreeing to be interviewed. Your comments will be very heipful in
understanding the future for ambulatory care nursing education.
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APPENDIXB
BVNPTE CONSULTANT'S INTERVIEW OUTLINE
AND BOARD POLICY:
SKILLS EXPECTED TO BE TAUGHT IN VOCATIONAL NURSING PROGRAMS




BVNPTE EDUCATIONAL CONSULTANT'S INTERVIEW OUTLINE

The purpose of this interview Is to gather information about the structure of an
ambulatory care clinical experience, and skiils to be leamed in ambulatory care facilities.

Name Date

Agency

BACKGROUND
1. How long have you been an educational consuliant for the Board of Vocational Nurse

and Psychiatric Technician Examiners?

2. What was your educational preparation for this job?

3. What kind of experience did you bring to this job?

STRUCTURE OF AN AMBULATORY CARE CLINICAL EXPERIENCE

4. AtlLong Beach City College (LBCC) the ambulatory care experience is structured as a
hands-on, community health experience (Board Policy 3.3 on page 242). After your
approval (3/2/88), the board granted an exemption to the 54 hour limit, and this
experience is now scheduled for 108 hours. Since board policy pemits this experience
to be amranged without a full time teacher at the facility, we use the following criteria to
guide the implementation of this experience. Check the criteria as essential (E),
supplementary (S), or unnecessary (U). Please also list any additional criteria you would
add.

Criteria Related to the Behavioral Objecti

E S U
—  ___ ___ The behavioral objectives are clear.

b. ___ The objectives detail all of the important expected behaviors for each day
of the experience.

C. __ __ __ The behavioral objectives require practice rather than initial leaming
experiences.

d. __ __ __ Thebehavioral objectives require perfonnance of routine nursing tasks (to
teach reality).

e. __ ___ __ The behavioral objectives require challenging nursing tasks (to avoid
boredom).

f. __ __ __ Theopportunities to meet the objectives are available in the agencies.

9 — —
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Criteria Related to the Students

The students have written copies of the required behavioral objectives.
The students have enough experience that they can meet the behavioral
objectives with minimal instructor support.

The students are required to meet the behavioral objectives in order to
complete the course.

The students are provided with ways to record their daily progress in
meeting the behavioral objectives.

Criteria Related 1o the A

The agency administration approves of and supports the school's
objectives for the students.

The staff is informed of the student behaviors required to complete the
course requirements.

The staff is able to perform the nursing skills required of the students (this
sometimes requires in-service education by the instructor or agency).
The staff is willing to facilitate the students’ meeting of the behavioral
objectives.

The staff is willing to countersign the students’ records to verify that the
students have met the daily behavioral objectives.

Criteria Related to the Instruct

Each week, the instructor tatks with the charge nurse, to determine his/her
assessment of the students’ accomplishment of the behavioral objectives.
Each week, the instructor talks with several of the staff nurses, to
determine their assessment of the students’ accomplishment of the
behavioral objectives.

Each week, the instructor talks with each student and examines the
student's records of behavioral objectives accomplished, to determine the
student's accomplishment of the behavioral objectives.

Each week, the instructor evaiuates and records the students’
accomplishment of the behavioral objectives.

The instructor is willing to assess and resolve interpersonal problems
between students and staff on a weekly basis.

The instructor is willing to give guidance to the students to heip them to
meet the behavioral objectives.

If needed, the instructor is willing to give brief individual instructions to the
students to help them to meet the behavioral objectives.
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SKILLS TO BE LEARNED IN AMBULATORY CARE FACILITIES

5. Onthefollowing list of LBCC ambulatory care nursing skills, check the skills as essential
(E), supplementary (S), or unnecessary (U). Also, please add any skiils you wish.

Make a baseline assessment:
E S U
a. __ ___ __ Observe the client for visible signs of pathology
b. __ _ ___ Askthe client to relate his symptoms
c. _ — ___ Select the significant observations
d. __ __ ___ Differentiate between an observation that requires a nursing action or a
medical action
e. __ — __ Hanursing action is needed, determine what nursing action should occur
f. __ _ __ Prepare the client for the doctor’s examination
g- - = = | B 2B B J
Teach client health concepts:
E S U
h. _ __ __ Determine the client's knowledge of a subject, before teaching is begun
i. — __ __ Teach a health related subject to a client
Jo — — —— Determine what the client understood
Ko o
Take a nursing history by asking questions about:
E S U
. — _— __ Respiratory status (dyspnea, coughing, shortness of breath)
m. ___ ___ ___ Nutritional status
n. __ . _ Excretory habits and hygiene
0. ___ . ___ Activity and rest
p. — — _ General comfort
q. —— — . Quality of solitude and social interactions
r. — - — Theclient's safety status
S. — . _— Nomalcy of self-concept
t. __ ___ ___ Spirtual satisfaction
U o
Perform a nursing physical assessment:
E S U
V. __ __ ___ Askthe client his/her chief complaint
W. __ ___ ___ Test for distance vision with a Snellen Chart
X. — — . Test hearing with an audiometer
Y. — — __ Examine the mouth with a light and tongue blade
z. ___ __ __ Teachaclientto do a self-examination of her breasts
aa. ___ ___ ___ Recognize the presence of barrel chest
bb. ___ ___ __ Recognize presence of abnormmal breath sounds
cc. _ . — Recognize presence of abnommal heart scunds
dd. ___ ___ ___ Palpate femoral and pedal puises
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a.

b.

__ ___ Estimate the amount of ankle edema
— __ Recognize absence of bowel sounds
__ ___ Evaluate basic mental status

Teach about a normal heaithy diet:
U
— Elicit information about daily foods eaten
___ Sort the client's daily foods into the Basic Four Food Groups
___ Estimate the daily calories eaten and deficiency or excess of calories
_ Estimate the deficiency or excess of fluids drunk
___ Assist the client to modify his/her diet, if needed

LI
[11]] e

Take a client drug history:
E S U
___ ___ Gather data about prescription and over-the-counter drugs
__ ___ Discuss problems about possibly undesirable drug combinations with the
physician
___ Help the client set up a schedule for taking his/her medications

Assess range of motion and muscle strength, and teach appropriate
exercises:

S U

— . Estimate the degrees of flexion and extension of the major joints

— . Evaluate range of motion of the major joints

__ ___ Test bilateral muscle strength to assess for unilateral muscle weakness

__ __ Test for intact sensation in the extremities,

_ _ __ With physician approval, teach appropriate exercises to a client, to
improve range of motion and muscle strength

[y m

Since 1988, the trend toward shorter hospital stays and increasing expansion of
ambulatory care has continued. In order to determine your opinion of the value of

ambuiatory care leaming experiences, please say whether you agree with the following
statements:

YES NO

__ ___ It would be appropriate for other schools to consider establishing an
ambulatory care experience.

___ ___ Otherschools should consider utilizing community heath agencies as clinical

leaming sites, even though they could only provide instructor support on a
weekiy basis.
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YES NO

c. __ __ Itwould be appropriate for other schools to consider requesting an increase in
their hours of ambulatory care experience, beyond the board policy of 54 hours.

d.

7. in order to determine whether the LBCC criteria could be adapted and used as guides
for other schools in setting up ambulatory care experiences, please say how you would
modify the:

a. Criteria related to the behavioral objectives

Add:

Delete:

Change:

b. Criteria related to the students
Add:
Delete:

Change:

c. Criteria related to the clinical agency
Add:

Delete:

Change:

d. Criteria related to the instructor
Add:

Delete:

Change:

8. In order to determine whether the LBCC skills could be adapted and used as guides for
other schools in setting up ambulatory care experiences, please say how you would
modify the:

a. Skills related to baseline assessments (question 5; areas, a-g)

Add:

Delete:

Change:
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b. Skills related to teaching clients (question 5; areas, h-k)
Add:

Delete:

Change:

c. Skills related to a nursing history (question 5; areas, -u
Add:
Delete:

Change:

d. Skills related to a nursing physical ussessment (question 5; areas v-hh)
Add:

Delete:

Change:

e. Skills related to teaching a normal healthy diet (question 5; areas ii-nn)
Add:

Delete:

Change:

f. Skills related to a drug history (question 5; areas 0o-rr)
Add:

Delete:

Change:

g. Skills related to range of motion (question 5; areas ss-xx)

Add:

Delete:

Change:

Thank you for agreeing to be interviewed. Your comments will be very helpful in
understanding the future for LVNs in ambulatory care.
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Board Policy

3.3 COMMUNITY HEALTH AGENCIES

Students may be assigned to community health agencies as an optional medical/surgical
experience provided the experience comesponds to the theory being taught and has specific
clinical objectives.

Community health agencies include public health clinics, visiting nurses associations, home
health agencies, ambulatory surgery centers, community mental heatth clinics and centers
for the developmentally disabled/mentally disordered.

1.If the objectives are solely observational in nature, the length of clinical
experience should be limited to 18 hours.

2. If the objectives are solely hands-on or a combination of observation and
hands-on, the length of the clinical experience should be limited to 54 hours.*

3. a) If there is a diverse patient population, the clinical experience should be
designated as medical/surgical experience.

b) If the patient population is pediatric, the clinical experience should be
designated as pediatric clinical experience.

c) If the patient population is psychiatric, the clinical experience should be
designated as mentally disordered, developmentally disabled, or psychiatric.

4. Only licensed/certified (regulated) agencies should be utilized.
5. The maximum clinical hours should be limited to 54 hours.*

6. The clinical experience should take place after completion of Nursing
Fundamentals.

7. The clinical experience should not be utilized for team leading experience.
8. Instructor should visit community healthhome care agencies on a weekly basis.

Director should submit a schedule for on-site agency visits with facility forms for
Board approval.

*An exemption was granted 3/2/88, based on detailed self-guiding behavioral objectives,
that allows the Long Beach City College to increase the clinical experience from 54 to 108
hours.
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BOARD POLICY
SKILLS EXPECTED TO BE TAUGHT IN
YOCATIONAL NURSING PROGRAMS

The law (Section 2859 B and P Code) permits Licensed Vocational Nurses to perform those funciions
which have been taught in an accredited program in vocational nursing. The following list of skils developed
by the Board of Vocational Nurse and Psychiatric Technician Examiners is not to be construed as limiting the
L.V.N. to these functions alone. It is obvious that many of the functions listed inciude related functions not
specifically delineated. In addition, liconsees will lsarmn new patient care functions related to new developments
in health care which have not been envisioned at the time the list is developed.

In order to ensure that gradustes of all accredited vocational nursing programe are prepared fo carry
out the normally accepted functions of a licensed vocational nurse, the Board of Vocationai Nurse and
Psychiatric Technician Examiners has developed the following list of experiences for the guidance of faculty.
Patient care and preparation of the equipment should be included in each experience.

Care plans Oxygen administration and humidity
Cast care and traction Personal hygiene and comifort measures
Catheter care Positioning and ransfer

Charting, communication Positive pressure apparatus

Chest tubes Postural drainage

Collection of specimens Pre-op and post-op care
Colostomy care Range of motion

CPR (cardio-puimonary-resuscitation) Restraints

Disbetic urine testing Skin care

Discharge patient Sterile dressing change

Elimination needs including fecal impaction Sterile irigations

Enema Suctioning

Feeding patient Suture removal

Gastrostomy fesding Tracheostomy care

Hot and cold sppiications Urinary catheterization

UNDER ALL CIRCUMSTANCES: WHEN CARE IS GIVEN IN THE HOME:
intravenous medications insertion or removal of outer cannulas
Pressure lines (inciuding CVP and Swan-Genz) Deep endotracheal suctioning

Vaginal examinations Ventilation care

Administration of blood

10/74, Rev. 184
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APPENDIXC
AMBULATORY ADMINISTRATORS' INTERVIEW OUTLINE
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AMBULATORY ADMINISTRATORS' INTERVIEW OUTLINE
The purpose of this survey is to gather information about: (1) presant and future
trends in ambulatory care, (2) time structure of the ambulatory care experience, (3) and
theory content of the ambulatory care experience.

Name Date

Agency

BACKGROUND
1. How long have you worked in ambulatory care?

2. What was your educational preparation for this job?

3. What kind of experience did you bring to this job?

PRESENT AND FUTURE TRENDS IN AMBULATORY CARE

For the following questions, check your answers and please feel free to add any
explanations you wish.

4. In the next five years, will ambulatory care growth change?
a. __Decrease
b.___ Stay about the same
¢. __Increase

The reason(s)?

The area(s)?

5. Inthe next ten years, will ambulatory care growth change?
a. ___ Decrease
b. ___ Stay about the same
¢.  Increase

The reason(s)?

The area(s)?
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6. Inthe next five years, will the amount of preventive nursing care practiced by LVNs in
ambulatory care change?

a. ___Increase
b. ___ Stay about the same
___Decrease

The reason(s)?

The area(s)?

7. Evaluate the following disease prevenion efforts by LVNs as Essential (E),
Supplementary (S), or Unnecessary (U).

E S U

a. __ ___ Heart disease
b —_ Cancer
C——__ Hypertension
d.____ __ Diabetes
e._______ Emphysema
f._ — . Glaucoma
g ____ ADS

h.

8. In the next five years, will the amount of wellness nursing care practiced by LVNs in
ambulatory care change?

a.___Increase
b.___Stay about the same
__Decrease

The reason(s)?

9. Evaluate the following wellness promotion efforts by LVNs as Essential (E),
Supplementary (S), or Unnecessary (U).
E S U
— e Diet
— e Exercise
— — __ Stress control
—— Waeight loss
— — ___Personal accident prevention
—— — —_Smoking cessation
___Substance abuse control

> @ampooow
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10. Do today’'s ambulatory care LVNs need skill in assessment in the areas listed below?

YES NO

____Brief baseline assessments
—_Psychological function

____Social function

—___Spiritual function

—_Habits of daily living

——_Neuro checks

— Respiratory function

—___Cardiac function (edema and SOB)
____Digestion and bowel function
_Sexual function

—___Bladder function

___Range of motion and muscle strength

X TR A0Q200D
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11. Do today’'s ambulatory care LVNs need skill in teaching clients?

YES NO
. — —_Mental health and stress management
— _.___Psychosocial and spiritual functioning
— —__Habits of daily living such as basic nutrition, weight loss, dental health, bodily
cleanliness
— ____Homemanagement of diseases such as stroke, Alzheimer’s Disease, asthma,

o oow

emphysema, congestive heart failure, and diabetes
—___Management of physiologic functioning such as bowel elimination, bladder
function, and exercise
___ ____Substance abuse control and smoking cessation
—___ ____Personal accident prevention

7T Q@ 0

12. Today, what shouid be included in the role of the majority of LVNs in ambulatory care?
Evaluate the areas as Essential (E), Supplementary (S), Unnecessary (U).

E S U

— ___Make initial (5 minute) baseline assessments

— ___Take vital signs

______Prepare the client to be examined by the doctor

__ —Assist the doctor

—__ __ Administer medications

. __Teach clients to implement medical orders to manage their ilinesses
___ ___Teach clients to make life-style changes to manage their liinesses
—_ ___Help clients to change their life styles to prevent specific illness

TO Q0 T
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E S U
i. . Teach clients to adopt generally healthier life styles

o — —

k.

13. Five years from now, what should be included in the role of the majority of LVNs in
ambulatory care? Rank the included areas as Essential (E), Suppiementary (S),
Unnecessary (U).

E S U
— — —Make initial (5 minute) baseline assessments
— - Take vital signs
—- — —Prepare the client to be examined by the doctor
Assist the doctor
Administer medications
. Teach clients to implement medical orders to manage their ilinesses
— —_ _Teach clients to make life style changes to manage their ilinesses
—.Heip clients to change their life styles to prevent specific iliness

— o ___Teach clients to adopt generally healthier iife styles

a.
b.
c.
d.
e.

f.__.
g.
h.__

i.

| —

k.

TIME STRUCTURE OF THE AMBULATORY CARE EXPERIENCE

14. Currently the time structure for the LBCC ambulatory care clinical experience is a three
day a week experience for four weeks. What suggestions would you make to improve this
time structure?

—_Make it shorier
b. ___Leave it the same
— Make it longer

d. Any other suggestions?

15. The teacher for the LBCC ambulatory care experience visits the students once a week.
Can students have a satisfactory to excellent leaming experience in an ambulatory care
facility, without a full time teacher at the facility?

a.___Yes

b. ___Yes with qualifications

c.__No

d. List qualifications or explain your answer.
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16.

17.

18.

Wouild it help students in an ambulatory care experience leam the beginning teaching
role by being co-assigned for a day (or part of a day) with a speclalty nurse?

a.__Yes
b. __No

If Yes, which type of specialty nurse?

c. A diabetic teaching nurse

d. __ A home care nurse

€. ___ An enterostomal nurse

f. ___ Other specialty nurses (list types below)

THEORY CONTENT OF THE AMBULATORY CARE EXPERIENCE

Other than when the students are completing the work assigned to meet the course

behavioral objectives, what evidence have you seen that LBCC vocational nursing students

are using Orem’s Self-Care Theory of nursing?

YES NO

_______ Tnhey use the term, "self-care,” when speaking to you or other staff nurses,
about the clients for whom they are caring.

—__ _____They use the term, "self-care,” when speaking to clients.

—___ ____They incorporate se'f-care into their plan of care for the clients.

—__ ____They teach clients ways to help themselves to recover from iliness.

— ____They teach clients ways to prevent ilinesses.

________They teach clients ways to develop a healthier life style.

________They ask clients questions to evaluate whether the clients understand the
concept of self-care, as contrasted with depending on heaith care workers to
care for the clients’ recovery or health.

©epaOT ®

h. Any other evidence?

Presently, the two major elements of the ambulatory care course are (1) the behavioral
objectives and (2) the client assessment and nursing care instruments. The behavioral
objectives define how the assessment forms are to be used by the students. The
instruments guide the students in applying nursing concepts to ambulatory nursing
practice. Please evaluate these Instruments for their usefulness in helping students apply
nursing concepts to practice as: Excellent (E), Satisfactory (S), or Useless (U).

E S U
— — — Quick Adult Assessment
— — ___Self-Care History and Action Plan
—— _Nursing Physical Assessment
— — __Nutrition Profile and Teaching Plan
— e Drug Profile
— __ —_Range of Motion and Muscle Strength Assessment

~9Q00D
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19. Is the balance between the assignments and the actual practice of ambulatory care
appropriate? Please explain any NO answers.

YES NO

. ___The number of leaming assignments fits an assignment with 2 days of
orientation and 10 days of ciinical during 4 weeks.

10 Quick Adult Assessments are appropriate (1 per day after orientation).

____3 Self-Care History and Action Plans (1 per week after the first week).

— 3 Nursing Physical Assessments (1 per week after the first week).

— 3 Nutrition Profile and Teaching Plans (1 per week after the first week).

— 3 Drug Profiles (1 per week after the first week).

—— —_3 Range of Motion and Muscle Strength Assessments (1 per week after the
T first week).

@apapT @

Explanation of NO answers

YES NO
h. ___ ____ The time balance between leaming assignments and practice is correct
i. ____Excessive time is spent on leaming assignments
—__Insufficient ime is spent on leaming assignments
k. If the the time spent on leaming assignments is unacceptable, what should be eliminated

or changed?

YES NO
____ ____Thedepth of leaming assignments is suitable
____Leaming assignments are too complex
—_Leaming assignments are too simple
If the depth of leaming assignments is inappropriate, what should be made more

°:’.3.—

complex or simplified?

Thank you for agreeing to be interviewed. Your comments will be helpful in
understanding the future for vocational nursing in anbulatory care.
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LONG BEACH CITY COLLEGE STUDENTS' EVALUATION
OF THE AMBULATORY CARE LEARNING PROJECTS

|, Faye Gregory, am conducting this 3. Yourage?
survey as part of my doctoral studies. The
purpose of this questionnaire is toevaluate = O 20-25
the effectiveness of the Long Beach City O 26-30
College ambulatory care leaming projects O 31-35
in guiding your leaming in the clinical area. O 36-40
This information will assist both the nursing O 41-45
education program and the ambuiatory O 46-50
care facility to better plan for student O 51-55
leaming and evaluation. To protect the O 56-60
confidentiality of your answers, please do
not put your name on the survey.
4. Your sex?
In the next column, fill in the circle next to
the answer that comesponds to your O Female

situation. O Male
EXAMPLE:
5. Previous work experience
O Another answer in ambulatory care?
O Your choice
O Yes, how long? months

Your help in this project is appreciated. @~ O No
Thank you for your participation. After you
finish this part of the survey, please tum the
page and follow the directions there to
complete the survey.

1. The agency to which you were assigned

O FHP Charter

O FHP Downey

O FHP Plaza

O FHP Long Beach

O Harmiman Jones

O Long Beach Comprehensive Health
Care

O Other

2. Your ethnic background?

O Asian
O Black
O Hispanic
O White
O Other
252
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LONG BEACH CITY COLLEGE STUDENTS' EVALUATION
OF THE AMBULATORY CARE LEARNING PROJECTS

Using the following scale: 0
1-25%
26-50%
51-75%
76-100%

fill in the circle under the answer that corresponds to your situation or fill in the blank.

- 26 51- 75
0% 25% 50% 75% 100%

O O 0 (o] (o] EXAMPLE: You could remember all of the information on
a form,
- 26 51- 75 QUICK ADULT ASSESSMENTS-yellow

0% 25% 50% 75% 100%
o O (o) o O 6. How many of the 10 Quick Adult Assessments (QAA) did
you complete?

0O O (o) o O 7. What percent of the information on a QAA could you
remember to assess without using the form?

O O o 0O O 8. The maximum time for the QAA, including taking vital
signs, doing the assessment, and completing the form Is
15 minutes. What percent of the QAA could you now
complete in 15 minutes? If it takes more than 15 minutes,
how many more minutes do you need? _

O O (o] 0O O 9. What percent of the QAA related to Orem's Self-Care
Deficit Theory of Nursing?

O O o O O 10. How much of the information on the QAA would be useful
to you in helping the client to develop a healthier life style?

o O o O O 11. Asagraduate, with what percent of clients could you have
taken the time to help develop a healthier life style by
completing a QAA?




1- 26
0% 25% 50%

o O o
o O o
o O o
O O O
o O o
o O o
-  26-
0% 25% 50%
o O o
o O o
o O o
o O O
o O O
o O o

51- 75
75% 100%
o O
o O
o O
o O
o O
o O

51- 75
75% 100%
o O
o O
O O
o O
o O
o O

SELF-CARE HISTORY & ACTION PLAN-pink

13.

14.

15.

16.

17.

19.

20.

21,

23.

. How many of the 3 required Self-Care History and Action

Plans (SCH) did you complete? ____

What percent of the 8 major categories on the SCH could
you remember to assess without using the form?

The maximum time to do a SCH is 30 minutes. What
percent of the SCH could you now complete in 30
minutes? If it takes more than 30 minutes, how many
more minutes do you need?

What percent of the SCH related to Orem’s Self-Care
Deficit Theory of Nursing? -

How much of the information on the SCH would be useful
to you in helping the client to develop a heaithier life style?

As a graduate, with what percent of clients could you have
taken the time to help develop a healthier life style by
completing a SCH?

NURSING PHYSICAL ASSESSMENT-gold

. How many of the 3 required Nursing Physical Assess-

ments (NPA) did you complete? ___

What percent of the information on a NPA could you
remember to assess without using the form?

The maximum time for the NPA is 30 minutes. What
percent of the NPA could you now complete in 30
minutes? If it takes more than 30 minutes, how many
more minutes do you need?

What percent of the NPA related to Orem’s Self-Care
Deficit Theory of Nursing?

. How much of the information on the NPA would be useful

to you in helping the client to develop a healthier life style?
As a graduate, with what percent of clients could you have

taken the time to help develop a healthier life style by
completing a NPA?
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1-

26-

0% 25% 50% 75% 100%

o O
o O
o O
o O
o O
o O

1-

0% 25% 50%

O O
O O
O O
o O
0O O
O O

o

26-
o

51- 76
o O
o O
o O
0O O
o O
o O

51- 75

75% 100%
o O
o O
o O
o O
o O
o O

25,

27.

28.

31.

32.

35.

DRUG PROFILE-biue

. How many of the 3 required Drug Profiles (DP) did you

complete?

What percent of the DP could you remember to assess
without using the form?

. The maximum time to do a DP is 20 minutes. What

percent of the DP could you now complete in 20 minutes?
If it takes more than 20 minutes, how many more minutes
do you need?

What percentage of the DP related to Orem's Self-Care
Deficit Theory of Nursing?

How much of the information on the DP would be useful to
you in helping the client to develop a healthier life style?

. As a graduate, with what percent of clients could you have

taken the time to help develop a healthier life style by
completing a DP?

NUTRITION PROFILE-green

. How many of the 3 Nutrition Proflles (NP) did you

complete?

What percent of the major categories on the NP could you
remember to assess without using the form?

The maximum time to do a NP is 20 minutes. What
percent of the NP could you now complete in 20 minutes?
If it takes more than 20 minutes, how more than 20
minutes, how many more minutes do you need?

. What percent of the NP related to Orem's Self-Care Deficit

Theory of Nursing?

. How much of the information on the NP would be useful to

you in helping the client to develop a healthier life style?

As a graduate, with what percent of clients could you have
taken the time to help develop a healthier life style by
completing a NP?




RANGE OF MOTION AND MUSCLE STRENGTH
1- 26 51- 75 ASSESSMENT-buff
0% 25% 50% 75% 100%
c O o O O 36. How many of the 3 Range of Motion and Muscle Strength
Assessments (ROM) did you complete?

c O o O O 37. What percent of the major categories on the ROM could
you remember to assess without using the form?

O O o O O 38. The maximum time for the ROM is 30 minutes. What
percent of the ROM could you now complete in 30
minutes? If it takes more than 30 minutes, how many
more minutes do you need?

o O o O O 39. What percent of the ROM related to Orem’'s Seif-Care
Deficit Theory of Nursing?

O O O O O 40. Howmuch of the information on the ROM would be useful
' to you in helping the client to develop a healthier life style?

o O o O O 41. Asagraduate, with what percent of clients could you have

taken the time to help develop a healthier life style by
completing a ROM?
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STAFF NURSES' EVALUATION OF THEIR NURSING SCHOOL'S
AMBULATORY CARE CLINICAL EXPERIENCE

My name is Faye Gregory. This
survey is part of my doctoral studies. The
information will help me plan for student
leaming in your ambulatory care agencies.
To protect the confidentiality of your
answers, please do not put your name on
the survey.

To answer the questions, fill in the
circle next to the answer that corresponds
to your situation.

EXAMPLE:
O Another answer
O Your choice

The survey may look iong but it will
only take about 15 minutes. After you
finish this part of the survey, please tum the
page and follow the directions there to
complete the survey.

Your agency’s name

FHP Charter

FHP Downey

FHP Flaza

FHP Long Beach

Harriman Jones

Long Beach Comprehensive Health
Care

Other

0O 000000

The primary area in which you work
Medical

Surgical

General (Med-Surg)

Other

ooooNm

Your worker category
MA

LVN

RN

000w

Your length of service at this agency
Less than 6 months

6 months to | year

1 year to 2 years

2to 5years

5o 10 years

More than 10 years

000000

o

Your length of service in ambulatory
care

Less than 6 months

6 months to | year

1 year to 2 years

2to 5 years

51to 10 years

More than 10 years

000000

o

The amount of time since your
graduation from your basic nursing
school

Less than 6 months

€ months to | year

1 year to 2 years

2 to 5 years

5to 10 years

More than 10 years

000000

Your age
20-25
26-30
31-35
36-40
41-45
46-50
51-55
56+

00000000
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STAFF NURSES' EVALUATION OF THEIR NURSING SCHOOL'S
AMBULATORY CARE CLINICAL EXPERIENCE

The purpose of this questionnaire is to gather information about: (1) staff nurses' actual
educational preparation for ambulatory nursing and (2) staff nurses’ ideas about the kinds of

educational experiences that would have been useful as preparation for ambulatory care
nursing.

This part of the survey concems information about your nursing aducation. Respond by
filling in the circles. ,

8. Did you have a clinical experience in an ambulatory care facility?
O Yes O No

If the answer is "NO," go to the directions on the next page.

9. Did you have a teacher directly supervising you in the clinical area?

O Yes O No
10. Was the experience only an observation?
O Yes O No
11. How long was the experience?
O A. 14 days O C. 11-16 days
O B. 5-10 days O D. More than 16 days
12. Approximately how many behavioral objectives were given you for the experience?
O A. None O D. 11-15
0 B. 15 O E. More than 15
O C.6-10 O F. Do not remember
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DIRECTIONS FOR THE LAST PART OF THE SURVEY

Answer Part A and Part B of each question below, AS A WHOLE, by filling in the
appropriate bubbles. If you did NOT receive instruction for the skill, leave part A blank.

After each question Is a list of the components for that skill. If you practiced the skill as
a whoé:a but did not practice one or more component(s), fill in the bubble for the "items NOT
practiced.”

13A. How did you leam to perform an initial (5 minute) baseline assessment?
O From a classroom theory presentation
O In skills lab practice
O Both

13B. Where did you practice with clients in petforming an initial (5 minute) baseline
assessment?
O In an ambulatory care facility.
O In a hospital.
O in both ambulatory care and hospital.
O | did NOT practice this skill, but it wouid have been helpful to have practiced it in

school.
O | did NOT practice this skill, and it would NOT have been helpful to have nracticed it

in school.
A baseline assessment includes: Items | did

, NOT practice

1) observing the client for visible gigns of pathology . ............... ...t o
2) askingthe clienttorelatehisgymptoms . ... ... coveeen it o)
J) selecting the significant assessment(s) ..............cociiiiiiiiaiene, o
4) differentiating between an assessment that requires a nursing

actionoramedical action ...........ciiiieiiieiiitiititiiiia ey o)
5) if a nursing action is needed, determining what nursing action

SROUID OCCUr vttt et iietinienneeonennronostssnoronnsssnnssnns o
6) preparing the client for the doctor’s examination ........................ o

14A. How did you leam to teach a client?
O From a classroom theory presentation
O In skills lab practice
O Both

14B. Where did you practice teaching clients?
O In an ambulatory care facility.
O In a hospital.
O In both ambulatory care and hospital.
O 1 did NOT practice this skill, but it would have been heipful to have practiced it in

school.
O | did NOT practice this skill, and it would NOT have been helpful to have practiced it
in school.
Client teaching includes: items | did
NOT practice
7) determining the client’s knowledge of a health related subject .............. o)
8) teaching a health related subjecttotheclient..................... .00t o
9) determining what theclientunderstood ...................coiiiaen, o
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15A. How did you leam to take a nursing history?
O From a classroom theory presentation
O In skills iab practice
O Both

158. Where did you practice with clients in taking a nursing history?
O In an ambulatory care facllity. -
O In a hospital.
O In both ambulatory care and hospital.
O | did NOT practice this skill, but it would have been helpful to have practiced it in

school.
O | did NOT practice this skill, and it would NOT have been helpful to have practiced it
in school.
A nursing history includes asking questions about: ' Items | did
NOT practice
10) respiratory status (dyspnea, coughing) . ............... il o
1) nutrdtional status .. .......coieiii i e o)
12) excretory habitsand hygiene .............. ..o, o
13)activityandrest ....... ... i i e e i o
14)generalcomfort ..........ci i i i i it i i o
15) quality of solitude and social interactions  .................. ... oLl o
16) theclient'ssafetystatus ........... ..o iiiiiiiiiiiiiiie o
17) normalcy of self-concept ...... .ol i i o
18) spiritual satisfaction ......... ..ttt i i i e e, o

16A. How did you leam to perform a nursing physical assessment?
O From a classroom theory presentation
O In skills iab practice
O Both

16B. Where did you practice with clients in doing a nursing physical assessment?
O In an ambulatory care facility.
O In a hospital.
O In both ambulatory care and hospital.
O | did NOT practice this skill, but it would have been helpful to have practiced it in

school.
O | did NOT practice this skill, and it would NOT have been helpful to have practiced it
in school.
A nursing physical assessment includes: Items | did
NOT practice
19) asking the client his/her chiefcomplaint ................ ... .. ..ol o
20) testing for distance visionwitha Snellenchart ......................... o
21) testing hearingwith an audiometer .................cooiiiiiiii., o
22) examining the mouth with alightandtongue blade . ..................... o
23) teaching a client to do a self-examination ofherbreasts .. ................ C
24) recognizing the presence of barrelchest ................... ... .. ... o
25) recognizing the presence of abnormal breathsounds . ................... o
26) recognize the presence of abnormal heartsounds ...................... (o)
27) palpating femoral and pedalpulses .................. ... . i, o
28) estimating the amountof ankleedema ... .................. .. 0Lt o
29) recognizing the absence of bowelsounds .................... ... ..., o
30) evaluatingbasicmentalstatus ............... ... il o
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17A.

17B.

18A.

188B.

How did you leam to assess and teach about a normal healthy diet?
O From a classroom theory presentation

O In skills lab practice

O Both

Where did you practice with clients in assessing and teaching about a normal healthy
diet?

O In an ambulatory care facility.

O In a hospital.

O In both ambulatory care and hospital.

O | did NOT practice this skill, but it would have been helpful to have practiced it in
school.

O | did NOT practice this skill, and it would NOT have been helpful to have practiced it
in school.

Diet teaching includes: ltems | did

NOT practice
31) eliciting information about daily foodseaten .................. .ot o
32) sorting the client’s daily foods into the Basic Four Food Groups ............ o
33) estimating the daily calories eaten and the deficiency or excess of calories ... ©
34) estimating the deficiency or excess of fluidsdrunk . ..................... o
35) assisting the client to modify his/her diet,ifneeded ..................... o

How did you ieam to take a drug history and teach the client about his/her medications?
O From a ciassroom theory presentation

O In skills lab practice
O Both

Where did you practice with clients in taking a dnJ history and teaching the client about

his/her medications?

O In an ambulatory care facility.

O In a hospital.

O In both ambulatory care and hospital.

O | did NOT practice this skill, but it would have been helpful to have practiced it in
school.

O |did NOT practice this skill, and it would NOT have been helpful to have practiced it
in school.

Taking a drug history includes: Items | did
NOT practice

36) taking a history from the client about prescription and over-the-counter

o 4T L I o
37) discussing problems about possible undesirable drug combinations with

thephysiCian . ...... ..ottt i et iien e o
38) helping the client set up an appropriate schedule for taking his/her

MediCatiONS .. .vivv ittt et it it i e i i it e, o




19A. How did you leam to assess range of motion and muscle strength and teach the client
appropriate exercises?
O From a classroom theory presentation
O In skills lab practice
O Both

19B. Where did you practice with clients in assessing range of motion and muscle strength
and teaching the client appropriate exercises?
O In an ambulatory care facllity.
O In a hospital.
C In both ambulatory care and hospital.
O 1 did NOT practice this skill, but it would have been helpful to have practiced it in

school.
O 1 did NOT practice this skill, and it would NOT have been helpful to have practiced it

in school.
Assessing range of motion and muscle strength, and Items | did
teaching appropriate exercises includes: NOT practice
39) estimating the degrees of flexion and extension of the majorjoints . ......... o
40) evaluating the range of motion of themajorjoints .. .................. ... o
41) testing the bilateral muscle strength to assess for unilateral muscle

WEAKNESS .+ ot vt vevenoeocasossocosocscosossssosssonsnsestosncnns o]
42) testing for intact sensation inthe extremities ............... ... o
43) with physician approval, teaching appropriate exercises to the client,

to help improve range of motion and musclestrength .................... (o)

Your help in this project is appreciated. Thank you for your participation.
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LBCC FACULTY EVALUATION OF THE STRUCTURE AND NURSING
SKILLS IN AN AMBULATORY CARE CLINICAL EXPERIENCE

My name is Faye Gregory. | am
conducting this survey as part of my
doctoral studies. This information will help
me plan for student leaming in ambulatory
care agencies. | will not reveal your name
and wii only use the answers as part of a
statistical study. | do need to know your
name in order to track the survey forms.

To answer the questions, fill in the
circle next to the answer that comresponds
to your situation.

EXAMPLE:
O A. Another answer
O B. Your choice

Your help in this project Iis
appreciated. The survey may look long but
it will only take about 15 minutes. Thank
you for your participation. After you finish
this part of the survey, please tum the page
and follow the directions there to complete
the survey.

1 Your name

Your highest level of educational

preparation
AD RN

BSN

BS/BAin another area
MSN

MS/MA in another area
Doctorate

The primary area(s) in which you teach
Fundamentals

Medical Surgical

Obstetrics

Pediatrics

Gerontology

Ambulatory Care

Your length of service in teaching
Less than 6 months

6 months to | year

1 year to 2 years

2to S years

5 to 10 years

More than 10 years

000000>» 000000 000000 W

o

N 000000 @ 000000

0000® 000
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Your length of service at Long Beach
City College

Less than 6 months

6 months to | year

1 year to 2 years

2to S years

5 to 10 years

More than 10 years

Your length of service in ambulatory

care

Less than 6 months
6 months to | year
1 year to 2 years
2to Syears

5 to 10 years

More than 10 years

The amount of time since your
graduation from your basic nursing
school

2to S years

5to 10 years

More than 10 years

Your ege
20-25
26-30
31-38
36-40

41-45
46-50
51-85
56+
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LBCC FACULTY EVALUATION OF THE STRUCTURE AND NURSING SKILLS
IN AN AMBULATORY CARE CLINICAL EXPERIENCE

The purpose of this survey is tc gather information about the structure of an ambulatory

care clinical experience, and skills to be leamed in ambulatory care facilities.

STRUCTURE OF AN AMBULATORY CARE CLINICAL EXPERIENCE

9. AtLBCC, criteria for a student leaming experience in an ambulatory care facllity, without

a full time teacher at the facility, are as follows. Rank the criteria as Essential (E).
Supplementary (S), or Unnecessary (U). Please add any criteria you wish.

Criteria Related to the Behavioral Objectives

E S U
a. __ __ __ The behavioral objectives are clear.
b. _ __ __ The objectives detall all of the important expected behaviors for each day
of the experience.
C. . __ The behavioral objectives require practice rather than initial leaming
experiences.
d. _ __ ___ The behavioral objectives require performance of routine nursing tasks (to
teach reality).
e._____ ___ The behavioral objectives require challenging nursing tasks (to avoid
boredom).
f. ___ ____ The opportunities to meet the objectives are available in the agencies.
g
Criteria Related to the Students
E S U
h. _____ ___ The students have written copies of the required behavioral objectives.
i.___ __ __ The students have enough experience that they can meet the behavio/al
objectives with minimal instructor support.
) — o The students are required to meet the behavioral objectives in orcer to
complete the course.
k. ____ The students are provided with ways to record their daily progress in
meeting the behavioral objectives.
b
Criteria Related fo the A
E S U
m. __ __ __ Theagency administration approves of and supports the school’s objectives
for the students.
N __ The staff is informed of the student behaviors required to complete the
course requirements.
0.  __ __ Thestaff is able o perform the nursing skills required of the students (this
sometimes requires in-service education by the instructor or agency).
P. — — __ The staff is willing to facilitate the students’ meeting of the behavioral
objectives.
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q. — — __ The staff is willing to countersign the students’ records to verify that the
students have met the dally behavioral objectives.

Criteria Related to the Instructor
E S U
S. ___ _ ___ Each week, the instructor talks with the charge nurse, to determine his/her
assessment of the students’ accomplishment of the behavioral objectives.
t. ___ __ ___ Eachweek, the instructor talks with several of the staff nurses, to determine
their assessment of the students’ accomplishment of the behavioral
objectives.
u. ____ __ Each week, the instructor talks with each student, to determine his/her
accomplishment of the behavioral objectives.
V._____ __ Each week, the instructor evaluates and records the students'
accomplishment of the behavioral objectives.
W.______ __ The instructor is willing to assess and resolve interpersonal problems
between students and staff on a weekly basis.
X. . The instructor is willing to give guidance to the students to help them to
meet the behavioral objectives.
y. — — — If needed, the instructor is willing to give brief individual instructions to the

students to help them to meet the behavioral objectives.
z.

10. Currently, the LBCC ambulatory care clinical experience is structured as a hands-on,
community health experience (board policy 3.3). An exemption has been given to the 54
hour limit, and the LBCC experience is scheduled for 108 hours. To determine your
evaluation of the structure of the LBCC ambulatory care experience, please say whether
you agree with the following statements:

YES NO

a. ___ ____ LBCC should continue to use the 108 hour exemption.

b.___ __LBCC should consider decreasing the ambulatory care experience in
community health agencies to ___ hours.

c. — __ LBCC should continue to provide instructor support with visits to community
heath agencies on a weekly basis.

d. ___ ___ LBCC should consider increasing instructor support by changing to
instructor visits per week.

e.

f.
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1.

SKILLS TO BE LEARNED IN AMBULATORY CARE FACILITIES

On the following list of LBCC ambulatory care nursing skills, rank the skills as Essential
(E), Supplementary (S), or Unnecessary (U). Also, please add any skills you wish.
E S U
a._____ __ Doaninitial (5 minute) baseline assessment
b. __ __ ___ Pick out the significant observations
c. __ __ __ Differentiate between an observation that requires a nursing action or a
medical action
d. __ __ ___ Determine whether a significant observation requires a nursing action
ef. —  __ ___ Prepare the client for the doctor's examination
E S U
g. — _ ___ Determine the client's knowledge of a subject, before teaching is begun
h. — __ __ Teach a health related subject to a client
i. __ ____ Determine what the client understood
j- - *RREN
E S U Determmine the questions to ask to assess:
K. __ __ ___ respiratory status
l. — _ ___ nutritional status
m. __ ___ ___ excretory habits and hygiene
n.__ __ ___ activity and rest
0. —_ ___ general comfort
P. — — — quality of solitude and social interactions
Q. ___ theclient's safety status
. ___ nomalcy of self-concept
S. ___ __ ___ spirtual satisfaction
| A
E S U
U. ___ __ __ Ask the client his/her chief complaint
V. __ Test for distance vision
W._____ __ Test hearing with an audiometer
X. __ ______ Examine the mouth with a light and tongue blade
y.  — — Teach a client to do a seif-examination of her breasts
Z.__ __ __ Recognize the presence of barrel chest
aa. __ ___ ___ Recognize presence of abnormal breath sounds
bb. __ __ ___ Recognize presence of abnormal heart sounds
cc. _________ Palpate femoral and pedal pulses
dd. __ __ ___ Estimate the amount of dependent edema
ee. __ ____ Recognize absence of bowel sounds
ff. _____ ___ Evaluate basic mental status
99 —

L a4 4]
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E S U '
hh. ___ __ __ Elicitinformation about daily foods eaten

. __ ____ Sortthe client's dally foods into the Basic Four Food Groups
. — — ___ Estimate the daily calories eaten
kk. __ _____ Estimate the deficiency (or excess) of fluids drunk

. Assist the client to modify his/her diet, if needed

mm. ______
E S U
nn. ________ Take a history from the client about prescription and over-the-counter drugs
oo._________ Discuss problems about possibly undesirable drug combinations with the
physician
pp. —  _ Help the client set up a schedule for taking his/her medications
qq' - = *ANNR
E S U
m. __ ___ ___ Estimate the degrees of flexion and extension of the major joints
ss. __ __ ___ Evaluate range of motion of the major joints
tt. _____ __ Test bilateral muscle strength to assess for unilateral muscle weakness
uu. __ ______ With physician approval, teach appropriate exercises to a client, to help
ROM and muscle strength
w. __ ______ Testforintact sensation in the extremities
ww.___

ARNTR

Your help in this project is appreciated. Thank you for your participation.
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CALIFORNIA VOCATIONAL NURSING DIRECTORS' REPORT
OF THEIR PROGRAM'S EDUCATIONAL PREPARATION
FOR AMBULATORY CARE NURSING

My niame is Faye Gregory. This survey
is part of my doctoral studies. The informa-
tion will assist me in determining what Is
cumrent practice in Califomia vocational
nursing schools. | will not reveal your
name or your school's name, and will only
use the answers as part of a statistical
study. | do need to know your name in
order to track the survey forms.

To answer the questions, fill in the
bubbles or blanks.

EXAMPLE:
O A. Another answer
O B. Your choice

The survey may look long but it will only
take about 15 minutes. After you finish this
part of the survey, please tum the page and
follow the directions there to compiete the
survey.

1 Yourname

2 Yourtitle

w

Your school’s name

Your community
Large city
Medium city '
Small town

Your type of program
Community College
Private School

Adult Education
ROP

Other

Your program'’s length
1 year

3 semesters

Other

000 000O0OO0O® OOOH

7 Size of the class you admit?
30 or fewer students

31 to 45 students

46 10 60 students

Other

0000

8 How often do you admit classes?
Once a year

Twice a year

Other

000

©

The number of ambulatory (clinic)
agencles in your community.

None

1-5

6-10

More than 10

Do not know

00000

10 How many students, at one time, can be
placed in how many ambulatory care
faclilities?

O 1-3in agencies
O 410in agencles
O 12-15in agencies

11 Do you now have an ambulatory care
experience?

O Yes—-how manydays? ______

O No

O Planning one—-how many days? _____

12 if permitted by regulations, would you
schedule more than 54 hours of
ambulatory care time?

O Yes--how many more?

O Already have more—-how many more?

O No

13 Do your students have a teacher with
them full time for ambulatory care
clinical?

O Yes

O No-—-how much time?
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CALIFORNIA VOCATIONAL NURSING DIRECTORS' REPORT
CF THEIR PROGRAM'S EDUCATIONAL PREPARATION
FOR AMBULATORY CARE NURSING

The purpose of this survey is io determine WHERE and WHETHER you teach skills that are
frequently used by graduates wio practice in ambulatory care (clinic) settings.

*DIRECTIONS™

Answer Part A and Part B of each question below, AS A WHOLE, by filling in the appropriate
bubbles. Mark only one bubble fo- each question

After each question is a list of the components for that skill. If you teach the skill as a whole,
but do not teach one or more component(s), mark the bubble for that item under “items we do
NOT include.”

14A. Where do students LEARN to do an initial (5 minute) baseline assessment?

O In aclassroom theory presentation

O In a skills laboratory presentation

O In both classroom and skills laboratory
O In neither classroom nor skills laboratory

14E. Where do students PRACTICE with clients in doing an initial (5 minute) baseline
assessment?

In an ambulatory care facility.

In a hospital.

In both ambulatory care and hospital.

Our students do NOT experience doing this skill with clients, but it would be helpful
for our graduates to practice it in school.

Our students do NOT leam this skili, and it wouid NOT be helpful for our graduates
to leam it in school.

0O 00OO

A baseline assessment includes: Items we do
NOT include
1) observing the client for visible signs of pathology. .................. (o)
2) asking the client to relate his symptoms ......................... o
3) selecting the significant assessment(s) .. ...........coeieniiinnnnn o
4) differentiating between an assessment that requires a nursing
actionoramedicalaction ................ciiiiiii ittt o
5) if a nursing action is needed, determining what nursing action
ShoUId OCCUr .. .t i ittt ittt ittt ieienerronnnnvennnnnnnnnons 0o
6) preparing the client for the doctor's examination ................... o
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15A. Where do students LEARN to teach health concepts to a client?

O In a classroom theory presentation

O In a skills laboratory presentation

O In both classroom and skills laboratory
O In neither classroom nor skills laboratory

15B. Where do students PRACTICE teaching health concepts to a client?

O In an ambulatory care facility.

O In ahospital.

O In both ambulatory care and hospital.

O Ourstudents do not practice this skill, but it would be helpful for graduates to ieam
it in school.

O Ourstudents do not practice this skill, and it would NOT be helpful for graduates to
leam it in school.

Health teaching to a client includes: Items we do

NOT include

7) determining the client's knowledge of a health related subject? ........ (o]

8) teaching a heaith related subjecttotheclient ..................... (o]

9) determiningwhattheclientunderstood .................cciinnt. o

16A. Where do students LEARN the questions to ask to take a nursing history?

O In a classroom theory presentation

O In a skills laboratory presentation

O In both classroom and skills {aboratory
O In neither classroom nor skills laboratory

16b. Where do students PRACTICE taking a nursing history?

O In an ambulatory care facllity.

O In a hospital.

O In both ambulatory care and hospital.

O Ourstudents do not practice this skill, but it would be helpful for graduates to leam
it in school.

O Ourstudents do not practice this skill, and it would NOT be helpful for graduates to
leam it in school.

A nursing history includes asking questions about: Items we do

NOT include

10) respiratory status (dyspnea, coughing, SOB) ............ ... ...t (o]

11) nutritional StatUS . ... v vvv v iiin it en it ar et aen e (o]

12) excretory habitsandhygiene .............. ... i ittt o

13) activityandrest. . .......coiii i i e it it e (o]

14) generalcomfort . . ...ttt it i i i i e (o]

15) quality of solitude and social interactions ........................ (o]

16) the client's safety status ...... et ettt (o)

17) nomalcyofself-concapt .. ... ..ottt ittt (o]

18) spiritualsatisiaction ............. ittt i it i o




17A. Where do students LEARN to perform a nursing physical assessment?

O In aclassroom theory presentation

O in a skills laboratory presentation

O In both classroom and skills iaboratory
O In neither classroom nor skills iaboratory

17B. Where do students PRACTICE performing a nursing physical assessment?

O In an ambulatory care facility.

O In ahospital.

O In both ambulatory care and hospital.

o ft)!lr :éuh%%'nts do not practice this skill, but it would be helpful for graduates to leam

in .
O Ourstudents do not practice this skill, and it would NOT be helpful for graduates to
leam it in school.

A nursing physical includes: : Items we do
NOT include

19) asking the client his/her chiefcomplaint ......................... (o]

20) testing for distance vision witha Snellenchart .................... (o]

21) testing hearingwithan audiometer .............. ..ot (o]

22) examining the mouth with a light and tongueblade ................. o

23) teaching a client to do a self-examination of herbreasts ............. o

24) recognizing the presence of barrelchest . ....................ooL o)

25) recognizing the presence of abnormal breathsounds ............... o]

26) recognize the presence of abnormal heartsounds ................. (o

27) palpating femoralandpedalpuises . ..........coiiiiiiiiiiiiann o

28) estimating the amountof ankleedema ..................... ..., o]

29) recognizing the absence ofbowelsounds ...................oLt, o

30) evaluatingbasicmentalistatus ..............cc il (o)

18A. Where do students LEARN to assess and teach about a normal healthy diet?

O In aclassroom theory presentation

O In a skills iaboratory presentation

O In both classroom and skills laboratory
O In neither classroom nor skills laboratory

18B. Where do students PRACTICE assessing and teaching about a normal healthy diet?

O In an ambulatory care facliity.
O In ahospital.
O In both ambulatory care and hospital.
o iOur st:?;rluts do not practice this skii!, but it would be helpful for graduates to leam
t in school.
O Ourstudents do not practice this skill, and it would NOT be helpful for graduates to
leam it in school.
Diet teaching includes: Items we do
NOT include
31) eliciting information about dailyfoodseaten ...................... (o)
32) sorting the client’s dally foods into the Basic Four Food Groups ....... o]
33) estimating daily calories eaten and deficiency or excess of calories .... O
34) estimating the deficlency or excess of fluidsdrunk ................. o)
35) assisting the client to modify his/her diet,ifneeded ................. o
274
2587




19A. Where do students LEARN to take a drug history and teach the client about his/her

19B.

20A.

20B.

medications?

O In a classroom theory presentation

O In a skills laboratory presentation

O In both classroom and skills laboratory
O In neither classroom nor skills laboratory

Where do students PRACTICE taking a drug history and teaching the client about
medications?
O In an ambulatory care facility.
O In a hospital.
O In both ambulatory care and hospital.
(o) ft)yr séuh%%'nts do not practice this skill, but it would be helpful for graduates to leam
ins .
O Our students do not practice this skill, and it would NOT be heipful for graduates to
leam it in school.
Taking a drug history includes: Iitems we do
NOT include
36) taking a history about prescription and over-the-counter drugs ........ o
37} discussing problems about possibie undesirable drug combinations
with the tﬁ?\ysician .......................................... o
38) helping the client set up a schedule for taking his/fher medications ..... O
Where do students LEARN to assess range of motion and muscle strength and teach

the client appropriate exercises?

O in a classroom theory presentation

O In a skills laboratory presentation

O In both classroom and skills laboratory
O In neither classroom nor skills laboratory

Where do students PRACTICE assessing range of motion and muscle strength and
teach the client appropriate exercises?

O In an ambulatory care facility.

O In a hospital.

O In both ambulatory care and hospital.

o i(‘).ur stm:\c(i;lnts do not practice this skill, but it would be helpful for graduates to leam
i in school.

O Our students do not practice this skill, and it would NOT be helpful for graduates to
leam it in school.

Assessing range of motion and muscle strength, and teaching ltems we do

appropriate exercises includes: NOT include

39) estimating the degrees of flexion and extension of major joints . ....... o]

40) evaluating the range of motion of the majorjoints .................. (o]

41) testing bilateral muscie strength to assess for unilateral muscle weakness O
42) testing for intact sensation inthe extremities ......................
43) with ician approval, teaching appropriate exercises to the client,

to help improve range of motion and muscle strength ............... o)

Your heip In this project Is appreciated. Thank you for your participation.
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Long Beach City College Vocational Nursing Program
PHILOSOPHY
June 1991

The Vocational Nursing Program is an integral part of Long Beach City College and
operates in agreement with the general philosophy of the college. The college is "dedicated
to providing high quality educational programs and related student services to those who can
benefit from education. It is responsive to individuals and to the diverse needs of the local
community” (Catalog, 1991-92:PO 1). The vocational nursing curriculum articulates with the
curricula of both the Long Beach Regional Occupational Program for nursing assistants and
the Long Beach City College registered nursing program. The Vocational Nursing Program is
a certificate program and an area of concentration for an Associate Degree. The major
objective of the Long Beach City College Vocational Nursing Program is to prepare students
for licensure and competent practice as vocational nurses.

The faculty of the Vocational Nursing Program at Long Beach City Coliege ascribes to
the following beliefs.

Individuals have inherent worth and dignity and are free to realize their own potential.
The individual considers his or her own behavior to be appropriate when viewed within the
context of his or her own current value system. Behavior can be changed through education
and guidance that modifies the individual’s view of his or her value system.

Society has major responsibilities for health activity that prevents iliness and
provides basic care to those who are unable to care for themselves. Individuals judge their
own state of healith and are personally responsible to seek assistance in preserving or
restoring heaith based upon their assessment of their position along the continuum of
health to lliness. Both individuals and society are responsible for the preservation of a
balanced environment that uses and preserves natural resources for the continuation of a
future healthy life on the planet.

Health is a state wherein an individual is structuraily and functionally whole. Both
individuals and heaith care providers are making greater efforts toward health
maintenance and iliness prevention. Health care delivery is being modified by spiraling
costs of care. Ambulatory or short term care is more often being used as the preferred
method of health care delivery. However, increasing longevity and technological

improvements in health care have maintained the demand for both acute and chronic health
care facllities.

"Nursing is the diagnosis and treatment of human responses to actual or potential
health problems™ (ANA, 1980). Nursing actions focus on promoting client capacity and
reducing limitations so that the most independent self-care becomes possible (Crem,
1985:38). The client and the nurse mutually set specific heaith care goals that Include
the resolution of physical, psychosocial, and spiritual needs. Goals are met through
nursing care that is "completely or partially compensatory or is supportive-educative”
(Orem, 1985:152). The nursing process is a tool to determine clients’ self-care abilities,
limitations, and deficits; to establish health care goals based on nursing diagnoses; and to
enable and evaluate clients’ accomplishment of self-care or dependent care.

Vocational nursing education is the preparation of beginning level nurses who

have the knowledge and skills to care for stable clients. These clients may be adults or
children who need hospital, skilled nursing, or ambulatory care for acute or chronic
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llinesses. The Califomia Vocational Practice Act (1987:92, 94) declares "the practice of
licensed vocational nursing to be a profession,” that is “practiced under the direction of a
licensed physician, or registered professional nurse." Students may terminate their formal
nursing education upon completion of the vocational nursing program, or may continue to
higher levels of professional nursing education. In either case, they must have a strong
foundation of basic nursing theory, skill in using the language of nursing to communicate with
other health care workers, and socialization into the ethics, responsibilities, and privileges of
professional client care. Basic knowledge in biological sciences, pathology, growth and
development, and nutrition is a necessary foundation for nursing education. Simple nursing
knowledge and nursing skills are the infrastructure for more complex nursing competencies.
These nursing competencies include psychomotor and communication skills, rules and
standards of practice, and a functional work ethic. Instructors are responsible for providing
explicit leaming objectives, clear explanations and demonstrations, practical leaming
experiences, and equitable evaluation. Students are responsible for active involvement
in the leaming process, and for their own leaming and nursing practice.

Clients’ simple and complex health care needs must be met adequately. Therefore,
instructors make client care assignments so that beginning students give total care to one or
two very stable clients needing only a few nursing interventions, or they collaborate with staff
nurses to give partial care to clients needing more complex nursing care. As the students’
knowledge and skills increase, assignments include more complex client care for more clients.
Leadership skills are taught throughout the cumiculum, as students first leam to guide the

nursing care given by peers and later leam to direct the nursing care given by peers and staff
persons.

References: Long Beach City College Catalog, 1991-92; ANA Social Policy Statement, 1980;

?gl?;r;:, Dorothea E., Nursing Concepls of Practice, 1885; Vocational Nursing Practice Act,
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Long Beach City College Vocational Nursing Program

CURRICULUM OBJECTIVES*
December 1989

At the completion of the Vocational Nursing Program at Long Beach City College, the
vocational nursing students will be able to:

1.

© ©® N O

10.

1.
12.

Identify the physical and behavioral characteristics of clients of all ages, who have common
health deviations, and recognize the unique characteristics of normal mothers and
newboms, children, and older aduits.

Apply knowledge of therapeutic communication techniques to interact with culturally
diverse clients of all ages.

Apply basic knowledge and skills to implement the nursing process.
Assess unmet universal self-care requisites, developmental seif-care requisites, and
heaith-deviation seif-care requisites, collaborate In formulating nursing diagnoses,

and writing nursing care plans for stable clients In ambulatory and in-client care
facllities.

Identify priorities, plan, implement, and coliaborate In the evaluation of nursing care
that is wholly or partly compensatory or supportive-educative.

Accurately report and record nursing care for multiple client assignments.
Consistently employ universal precautions.
Perform nursing skills with safety.

Prepare and administer medications (excluding intravenous medications) safely and
efficiently.

Teach clients and significant others self-care practices to maintaln and promote
optimum health.

Exhibit proficiency as a health-team member and leader.
Demonstrate legal and ethical standards of nursing practice.

* Derived from course documents approved by the Long Beach City College Board of Trustees
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Long Beach City College Vocational Nursing Program
LBCC TAXONOMY OF NURSING DIAGNOSES
Based on Orem'’s Theory of Nursing

Selected NANDA Nursing Diagnoses Taught in the LBCC VN Curriculum

| —SUFFICIENTINTAKEOFAR— | —BALANCED SOLITUDE & SOCIAL INTERACTION —
1. Ineffective AIRWAY clearsnce 20. impaired verbal COMMUNICATION

2. High risk for ASPIRATION 30. Altered FAMILY processes

3. ineffective BREATHING pattern 31, impaired SOCIAL interaction
| —SUFFICIENT INTAKE OF WATER — SOCIALjsclation
4. High risk for FLUID volume deficit |———PREVENTION OF HAZARDS —
5. FLUID volume deficit 33.  Hi riek-altered BODY TEMPERATURE

6, FLUID volume excess  [34. High risk for INFECTION

| —SUFFICIENT INTAKEOF FOOD —  1B35*  High riek for INJURY

7. Altered NUTRITION: > required . Altered ORAL MUCOUS MEMBRAHE

8. Hi risk-altered NUTRITION: > required 7**  High risk for POISONING

9. Hi risk-altered NUTRITION: < requimd * Auditory SENSORY/PERCEPTUAL alterst'n
10. Feeding SELF-CARE deficit 9* Visual SENSORY/PERCEPTUAL slieratn

i impaired SWALLOWING MO. Hirisk-impaired SKIN integrity

| — ADEQUATE ELIMINATION — 41, imoaired SKIN inteqrity

12, BOWEL incontinence L — NORMALCY & SPIRITUAL INTEGRITY —
13. CONSTIPATION 42 ANXIETY

14, DIARRHEA 43, BODY IMAGE disturbance

15. Toiteting SELF-CARE deficit 4+ Effective BREAST FEEDING polen enhanced
16. Functional URINARY incontinence 45+ Ineffective BREAST FEEDING

17. Total URINARY incontinence 46* Inef individual COPING

18, URINARY retention _ M7* FEAR

| —BALANCEDACTIVITY & REST— M8* Altered GROWTH and deveiopment

19. High risk for ACTIVITY intolerance 9* HOPELESSNESS

20, ACTIVITY intolerance . KNOWLEDGE deficit-specify
21, DIVERSIONAL activity deficit [51** Hi risk-altered PARENTING

22, FATIGUE 2" Altered PARENTING

23. Impaired physical MOBILITY 3* Altered THOUGHT processes

4. [Acute] PAIN : _SPIRMMUAL distress
P25, Chronic PAIN —  —PROMOTION OF HEALTH—
26. Bathing/Hygiene SELF-CARE deficit E: Altered HEALTH maintenance

27. Dreg/Grooming SELF-CARE deficit ** HEALTH seeking behavior

[28. SLEEP patiom disturbance

*Menta! Health
“*Third Semester
NANDA 1900, OREM 1901:128 o902
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Long Beach City Coilege Vocational Nursing Program
Developmental Levels: Older Adult, VN 289C

CLASS SCHEDULE: Thursdays, 8:00-12:00, Room C 201

eadership and management

hip and management, cont,
ntroduction to assessment

2 326

l 3 j4R2 heviow of growth and development
l 4 (49 niversal seif-care requisites -Care History  [See

ssment of social and family function nd Action Plan objectives
abuse and other legal aspects Ch. 14,

Assassment of menta! status, functional independence [Review from

Mental Ch 11

Problems)

5 14/16 Mid-term examination
Assessment of the integument Ch 5
Assessment of the musculoskeletal system and feet nge of Motn Ch 14, 15

nd Muscie
Strength
Assessment and
Plan

4/23 [Spring Break

6 |4/30 {Assessment of the cardiovascular-renal system ursing Physical
Assessment of the respiratory system ssment
7 |57 JAssesament of the gastrointestinal system and hutriﬁon Profile and
nutritional status Teaching Plan
Assessment of the nervous system :
8 |5/14 [Geriatric pharmacology Drug Profiie

Chronic liness, death and dying
Gerontalogical nursing

I 9 |5/21 Final Examination
* This chart inciudes only ambulatory care clinical correlation; hospital correlation has been omitted.

You should respond to the objectives as briefly as possible, on the syliabus page. If you need more room, add
pages (o the syliabus page. All of the sets of objectives for one day’s assignment must be stapied together.
Your name and date must be in the top right-hand comer of the first page. If you are abeent, bring in the
completed objectives the following week, marked with the dats they were DUE, o eam half credit.

Class time will be spent discussing the objectives or participating in experiences to ciarify and highlight the
content of the assigned chapters and the objectives. You sre responsible for all of the content covered by the
objectives and the text. Class discuasion will not necessarlly cover each objective. SCHD289C.202




Long Beach City College—Vocational Nursing Program
OLDER ADULT AMBULATORY CARE—CLINICAL BEHAVIORAL OBJECTIVES

Use the following leaming tools for reconding the information for behavioral objectives 1 through 6. Before
implementing any of the plans developed in the lsarning tools you must have the diagnosis and pian
signed by your co-assigned nurse if s/he ls an RN or by his/her supervisor if s/he ls not an RN.

Each day following the campus laboratory and orientation day for a total of ten do BO 1, one Quick Baseline
Assessment (yeliow)

Each week during the second, third, and fourth weeks for & total of three of each, do
BO 2, one Self-Care History (pink)

BO 3, one Niirsing Physical Assassment (goid)

BO 4, one Self-Care Managsment of Medications (green)

BO 5, one Self-Care Management of Diet (blue)

BO 6, one Self-Care Management of Exarclss (buff).

Each week have the completed assessmentforms and the Older Adult Ambulatory Care—Clinical Evaluation
form ready for the instructor to check when she comes to visit the faciity.

1. By the end of the clinical experience, routinely do a Quick Baseline Assessment (QBA) on every client
you encounter. The QBA includes three nursing behaviors: a Quick Assessment, a Quick Nursing Care
Pian, and a Quick Teaching Plan.

Write ten QBAs and have them verified and signed by your co-assigned staff person. Use tho yellow forms,
Quick Bassline Assessment, in the laboratory manual. Indicate both presence and absence of dlient data.
Each day continue this behavior either as a mental or as an writtan process with all the clients with whom
you interact.

a. The Heading of a QBA includes the date, the client’s initials, age, the medical diagnosis and the date of
its onset, the reason for contact, and the vital signs.

b. The Quick Baseline Asssssment is to be done in five minutes orless and is an observation of the client's
visible self-care status. First the client is observed sitting in the waiting room. Nextthe clisntis obsarved
while walking to the examining room. The final observation is made while you are taking the vital signs.
The assessment must include physical features, mental functioning, and psychosocial behaviors.

c. The Quick Nursing Care Plan is the decision/planning/intervention component of &« QBA. The Quick
Nursing Care Pian Is the nurse’s mental (or written) behavior of determining which obeervations require
a nursing action, putting them in rank order of importance, deciding what the nursing action(s) should be,
when they should be implemented, and impiementing the action(s). Nursing actions may be categorized
under the headings of “reporting,” "doing," or “saching.”

d. The Quick Teaching Plan is a two minute lesson related to one significant nursing observation. The
observation must indicate a client's need for health teaching or the client's physical or emotional
pathology. The need for teaching or the pathology must be identified, the subject for the lesson selected,
and taught. The teaching must include an assessment of the client's knowledge about the subject,
transmittal of the information, and evaluation of the client’s understanding of the information.

2, Coliect the data for and write three Self-Care Historles (S-CHx) on clients chosen by you, consented fo
by the ciient himeslifhersalf, and approved and signed by your co-assigned staff person. Use the pink
forme in the laboratory manual. The first seif-care history must be compileted in one half hour or less. The
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next one must be completed in twenty minutes or less and the last one must be completed in filteen minutes
or jess.

. Collect the data for and write three Nursing Physical Assessments (NPA) on clients chosen by you,

consented fo by the cient himsettfherself, and approved and signed by your co-assigned staff person. Use
the goid forms in the laboratory manual. The first physical assesament must be completed in one haif hour
orless. The next one must be compieted in twenty minutes or less an the last one must be completed in
fiteen minutes or leas.

. Wiite a Seif-Care Management of Medications (S-CMM) for at ieast three clients who are taking three or

more drugs. Use the green forms in the laboratory manual. Plan 1o collect data for the S-CMMs In 20

minutes or less.

a. List the generic name, trade name, descriptor, dose, frequency, and administration of sach prescription
and OTC drug and the reason each drug is being taken by this client.

b. Determine whether there is a likelihood of undesirable drug interactions by comparing the list of effects
and side effects for each drug (do this as home work with appropriate drug references) and list the
desirable and undesirable drug interactions.

c. Discuss the drug regime for each of these clients with your co-assigned staff person to determine
whether any of the possible interactions should be reported to the physician. Have the co-assigned staff
person sign your papers. Get suggestions from the physician and list any actions you took based on the
data you collected.

. For at least three clients write a Self-Care Management of Diet (S-CMD). Use the blue forms in the

laboratory manual. Plan fo collect data for the S-CMDs in 20 minutes or less. Include the kinds and
amounts of food usually eaten, an assessment of the condition of the mouth and teeth, height, weight, skin
condition, bowel habits, use of vitamins and/or food suppiements, knowledge, of nutrition, and eating habits.
After gathering the data write a teaching plan for one nutrition lesson for sach client, have it approved and
signed by the co-assigned staff parson, and implemant the plan on the client's next visit.

. Foratleastthres clients who have no overt musculoskelelal pathology assess and record the client's range

of motion and muscle strength on the Seif-Care Management of Exercise (S-CME). Use the buff forms
in the laboratory manual. Plan to collect the data for the S-CME in 20 minutes or less. Chooes a physical
exercise suggesied to promote weliness and self-care, wrile a plan to heip the client improve his/her muscle
strength and/or range, have it approved and signed by your co-assigned staff person and/or physician and
impiement the plan. The physician must approve a plan for aerobic exercises.

. Use your Ambulatory Skills Tests and each week arrange to have yourseif tested by your co-assigned

staff person to verify your clinical skills. Uss clients who are available, who need the nursing interventions,
and who have agreed to participate in your leaming experience. You need 1o pace yourssif so that you
have been tested on all twenty-seven skils by the end of the ambulatory care clinical experience. You do
not have to have the same siaff person evaluate you for all the skilis but you should select from the available
staff the person with the highest skil level to ensure accurate evaiuation of your skills. Each week have
your skills manual and the Oider Adult Ambulatory Care—Clinical Evaluation form ready for your
instructor to check when she comes to visit the faclity

. At the end of the rotation demonstrate application of the clinical behavioral objectives by writing a three-

page paper. The title of the paper is Summary of My Oider Adult Ambulatory Care Experiences. in your
summary deacribe your clinical experience and evaluate your personel lesming accomplishments related
to each of the clinical behaviorai objectives for the older aduit ambulatory care experience.

. Onthe lastclinical day give your instructor (1) compieted assessment forme, (2) completed skills tests, (3) a

written summary of the older adult ambulatory care experience, and (4) the clinical evaluation form.
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LONG BEACH CITY COLLEGE—VOCATIONAL NURSING PROGRAM
OLDER ADULT AMBULATORY CARE—CLINICAL EVALUATION

Dates of the
Student's Name Experience
Name of the Facility Dates Absent
Assessment projects are equal to 50 % of the clinical grade, Instructor gives grade points. PONTS

1. 10-Quick Adutt Assesaments
Up 10 1 point sach; max 10

Sthudents place the date of project compietion in each blank DATE DATE DATE

2. 3-Self-Care Histories
Up to 2 points for #1; 3 points for #2 and #3; max 8

3. 3-Nursing Physical Assessments
Up to 2 points for #1; 3 points for #2 and #3; max 8

4. 3-Self-Care i-;.-mgemontof Medications

Up to 2 points for #1; 3 points for #2 and #3; max 8
5. 3-Self-Care Ms nt of Diet

Up to 2 points for #1; 3 points for #2 and #3; max 8

6. 3-Seif-Care Ma ment of Exercise
Up to 2 points for #1; 3 points for #2 and #3; max 8

7. 1-Summary, "My Oider Aduit Ambulatory Care Experience”
Up to 10 points, up to 10 % of the clinical grade

8. 1-Set of completed Ambulatory Skilis Tests
Up to 40 points, up to pri?

TOTAL
Ambulatory Skifs Tests
1. Interview: resson for contact, 10. Height 19. Specimen from a wound
and goal (3) i U] U]
2. Determine a nursing dbgwodb) 11. Weight 0 20. Clean catch specimen 0
3. Deveiop a nursing care plan o 12. Eveluste vision " 21. Papanicolacu Smear
4. Nursing care plan @ 13. Screen hearing 0 2. iIntamuscular injaction
(1)
5. Temperaturs 0 14. Assess cardiac status @ 23. Z-rack injaction
)
6. Apical puise ) 15. Assess lung siatus @ 24. Subcuteneous Injection 0
7. Apical with radiail puise a 16. Assess newrologicsi mn(z) 25. intradermal injection )
8. Respirations " 17. Specimen from moduyn(a; ) 26. Sterile dressing @
9. Blood pressure p 18. Specimen from the throat 0 27. Heslth teeching @
)

Maximum points for each skill are in perenthesis
Criteria for evaluation:
Excellent: Participated enthusiastically, attended all 12 days, completed 100 % of the projects.
3 : Participated actively, attended 11 days, and completed 80 % of the
: Participated minimally, or attended 9 or 10 days, or completed 75 % of the projects
Unsatisfactory: Participated very little, or attended fewer than 8° days, or compieted fewer than 75 % of the

Student Date
Evaluator _ Grade
* Teacher prerogative may be invoked for serious liness. CLINEVAL 802
286
299




Hona B QUICK BASEL

BASIC CONOITIONING FACTORS
Student's narme

Clent's inktinis __ Ags ___ Sex___ Medical dx

TPRBP

h Nurs:
NE ASSESSMENf o

signelure
Reason for contact

Welght Reporiedheight ___ Primeryiangusge

Mommm 1 Al! ?.WATE &FOOD c.amnou s.oocumaw:'nomnwe

Eyes
Puplis
Vielon
Biind
Heating ___
- impaired ___ Deef Oress ___ Approprisle e, MUCOUS Ombranes dry
— Odor, e G004 8kin fUFgor
Skin ___ Ciear . Extrome style e POOF 8kin fUPgOr
— Blemiahes ___ Rash - Ditty Reporied inteke:
. Unkempt Glasess ___x 8 oz=
Colot . Yoo many layers Cups __xQoz=
Lips ___ Smooth Dry Hale . Shiny FOOD
Cracked Cracked —Dut e Undiorwaight____ Overweight
comers
Hends ____ Clean Tosth ___ Teeth clean___ Missing teeth
—Dirty . Skin cracked Rele- ___Fostive __Neulrsl — Dontures ___ Edentulous
Skin blernishes tion- ___ Troubled e Unbtushed __ inflamed gums
ships  Caretaker:
Nalls cered for ELIINATION
Hangnalls _ Nalls negiecsd  ACTIVITYRELT # Bowel movemenis/day
Yobacco staine Posture ___ Upright, straight # Voidings/day
Joinis enlerged — Stooped
. Joinis peinful
—_ Yremor OTHER SIGNIFICANT FINDINGS
NMove- ___ Ok arising from chair
ment ___ Slow arising
NORMALCY: Psychoiogicsl integrity . Ok sitting down
Mertal ____ Adert — Slow sitting
otatus Outo(oonhc{
. Otlented: Mobility ___ Smooth stride
_Folmi.za.m —Uming __L ___R
(circle which) . Slow —Painful
— Applance(s)
Quick Nursing Cere Plan
Nursing | Rank Follow
Significant observation | action req.| of yes Immediale intervention up
Yos/No |[answers Yos/No
Quick Yeaching Plan
a. The signiicant observation
b. The client's need (check which) 1) __ Health leaching  2) ___ Disesse relsied care
¢. The subject of instruciion
d. The caretaker/client’s knowledge of the subject
o. Method(s) of information tranemiital (check which) 1) __ Verbel 2) ___ Writlen  3) ___ Demonsiration
{. What the cllent understood
©1002 F, Gregory
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Beach Col Vocational Nurs| rem
Long CR;ELF ARE HISTORY ing Prog
BASIC CONDITIONING FACTORS

Student’s neme Dele Co-Assignad's Signaure
Clhent's inliisls ___ Age ___ Sex ___ Medical Dx Resson for Contact
TPRBP Weight Reported Helight ____

OREM'S UNIVERSAL LIFE DENANDS
Aseese sach category. Put a check for yes, 0 for no, and X for refusal 10 answer of il in an approprisie anewer.
L AIR: Ventilstion and Circulstion
8.Orthopnea ___ b.Dyspnea ___ ¢.SOB___ d. Wheezing ___ e.Coughing __ 1. Smoking: #dey ___ 9. Can cough
h. Can raise secrelions ___ h. Can dispose of secrelions in a recepiacie ___ | Can swaliow secrelions ___ }. Can exchange enough air for
normal activiies ____ k. Mpd\ | Bradycardia ____ m. Tachycardia ____ n. Arthythmia ___ oEdoml p. Leg cramping
qmwdmtmwnaudsldvom rcmﬁphapahbyndmdnﬂﬂnm
2. WATER AND FOOD

a. Amt dally fuide {1500 mi) b. Amt delly alochol c.Viaming _________ d. Speciai dist
o. Usual delly meal sequence
1. Food Pyramid: (2-3 Mik) (3 Meat) __ (&GVM) (24Fruls) ____(1Clrus) ____ (011 Bread, coresl)
9- Amount overweight _____ h. Amount underwelght ____ L ludul } Can get an adequele dist
3. EXCRETION and Hygiene
8. Normeal BM, frequency ____ bcobrdobol cmm d. Siraining ___ ¢. Hemorrholds ____ 1. Pein
g. laxatives, frequency ________ h. Supposiories, hqmmy Enum.hqnmy_ }J Distrhee, froquency ______
k. Colostomy ___ | incontinent of siool __ m. Can care for bowe! nosds except for
FmdMndﬂy om p.Colorofurine ______ q.Buming_______ r. Urgency L Stress
incontinence ______ u. knoontinence v.Catheler ____ w. Can oare for urinery needs except for:
x. Frequency of belivehower ___ y.Fmdw z. Frequency of ciolhes laundering ___, how/where
4. ACTIVITY, REST, and General Comfort
a.Occupstion _______ b. Lelsure aclivilies ¢. Hobbies/Inlerests
Mobiity: d. Upper extremilies o. Lowet extremiies _____ f. Use of appliance(s)
g. Con get sufficient axercise _____ h. Chooses 1o get sufficient exercise L insomnia, frequency } Hours of sleep
K. Times ofslesp _______ | Slesp aids used m. Can get sufficient slesp ___ 1. Can get sulidient rest __ 0. % of lime free
of pain ___ ptdoeﬂv&oiwdbypd\(ht)
5. SOLITUDE AND SOCIAL INTERACTION
8. Who is your “tamly™? b. Social aciiviies ¢. Organtzations
d. Sollary sctiviies o. ¥ fomale frionds ____ 1. # male friends ___ k. Abis 10 tolerale sollude ___ | # of persons with
wnom 3 satisfaciory reistionship is maintained m. Socisl problems
6. SAFETY
8. Descrbe your home b. Describe your economic status
. Kind of heatth insurance d. Major heslth problerma

¢. Can maintain a safe environment ____, exoept for (lst)
7. NORMALCY:WM

sad ____ d.Memory intact____ e. Kinds of stressors
1. Can maintain a normal self-concept ___, exoept for (Tet)

8. SPRITUAL SATISFACTION:
8. Are spiriiusi and/or religious things important to you? ___ K yes, how?
b.Religious preference _________ c.Active d. inective e. Are your personal standards simliar 1o those of your

communly?

f. Are your personal behaviors simier $o those of your communlly?
g- Are your behaviors fowerd others simiiar 10 those of your community?
h. Do you have thoughis about desth & dying? ___, (let)

Reguisies to Meet Demende
From the & categories above, highlight the client’s strengths and arses of potentiel risk, and list these strengths end risks under one
of the three categories below.
1. Physical mental and sociosccnomic abillies
2. Knowledge, expetience, and skil
3. Desire and decision 1o take action

b
Munmﬂmmm Mmmummw
Nead for Nursing Action
1. Strengthen self-care capacity. Liati the clent’s significant strengths (by number and islter, from above) and asterisk the ong you think can
be incressed.
2. Eliminete or minimice seif-care limitation. Lis! the client’s significant deficts (by number and letier, frors above) and asterisk the one you

think can be minimized.
3. Act for, do for, or partislly sesiet. List in the plan below, the thing(s) you or the client wish 1o do 1o help the client.

Blan of Action for Client andior Nurse
Frm ENepauios,
Orem, and Gregory
@ 1902 F. Gregory
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Long Beach City Coilege Vocational Nursing Program
NURSING PHYSICAL ASSESSMENT

m.mmm 1. AR 2. WATER 3. FOOD ta.nwmon 8. SOCIAL INTERACTIONSOUTUDE:

Sk.bhmhda*dlﬂmmm

NORMALCY: Physical integrity
Eyes/Visual acuity (Snellen’) R eye Leye Lo pupk Right pupl

EsrsMearing (Whisper test”) R ear L ear
WATER AND FOOD: Nutrition Welght® Helght*
Mouth Examine with fight and fongus binde  Testh Game Theoat,

ACTIVITY AND REST: Range of Motion, Muscle Strength, and Senestion Evalusis range of molion of all major joinis and test bllsteral
muscie strength. Follow the paitern on the SELF-CARE MAINTENANCE OF EXERCISE. Nole any imlislion, weakness, or lack of sensation.

NORMALCY: Peychological infegrity
Short Portable Mental Status Questionnaire®™ Ask the questions below 10 evaluale mentsl stetus.

1. Whatisthedele fodey (monthideyveer)? 7. Who s the curront president of the United Stales?
Z. What day of the week is k?
3. What is the name of this plece? 8. Who was the president just before him?
4. What Is your telephone number? 9. What was your mothet’'s meiden name?
(¥ no phone, ask for address) 10. Subiract thres from 20 and kesp sublraciing fhree from sach new
5. How old are you? number you get, all the way down.

8. When were you bom (month/day/yeer)

0-2 errors=intact; 3-4 erors=mild intelectual impeiment; 5-7 errors=moderate impakment; 8-10 errors=severs impairment
Allow one more error If subject had only grade school education. Allow one fewer error If subject has had educalion beyond high school.

*Duke University Center for the Study of Aging: Multidimensiona! Functions Assessment: The OARS Methodology, 1978.
- - - .- --.._________________________ . . — -3

AR: Vummcm
Chest Nole incressed AP (anferior posterior) diameler Resp Rale

Lungs® Listen over snterior and posterior iobes for abnormal sounds: rales-emall crackies made by aiveoll popping open; rhonchi-oud musica!
sounds made by air over strands of mucus that clear or change with coughing; wheezes and friction rubs.

Heeart® Lislen st PM! (point of maximal impuise) and 2nd ICS (inlercostal spece) for tachycardie, bradycardia, ireguisr rals, and axira sounds

Paipats femoral and pedal puises, and evaluale any edema

Apicaipuise ______ Femorsipulses R______L______ Pedalpuises R

L Dependent edema 0-4+

WATER AND FOOD: Nutrition, conlinued Abdomen: Listen for bowel sounds in all 4 quadrants

NORMALCY: Physicsl indegrity, conlinued

Breasts Observe the client as she does & sell-breast examination, teeching the skil, ¥ necessary. Verlly and lst any sbnormai findings,
and have your findings verified by your co-sasigned staff person. This is fo be done only by female siudenis with femade clents.

Male genitalia Observe sell-check of tesiicies, teaching the skil, ¥ necessary. Verlly and list any abnormal findings, and heve your findings
verified by your co-assigned siaff person. This is (o be done only by male students with mele chents.

Skin Desorbe any lesions

©1002 F. Gregary Co-assigned RN SWN
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B F AR UANACEMENT OF MEDICATIONS
BASIC CONDITIONING FACTORS

Student’s Neme Dele Co-Assigned’s Signature
Clents inltisls __ Age ___ Sex ___ Medical Dx Reason for Contact

Tempersturs _____ Puise _____ Respirsions ___ Blood Pressure ____ Weight ___ Helght _____
IDENTIFICATION OF THE DRUGS

Generic Neme Trade Name Descriplor RxOTC{DoseFreq |c mesis

o N o [0 [& j@ N

REASONS THE DRUGS ARE BEING TAKEN

-

o [N o |0 |[& N

2
3
4
5

MY REPORT, SUGGESTIONS FROM THE PHYSICIAN, AND ACTIONS TAKEN

©1982 F. Gregory
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. Nursi
WMSELF%XRE Vocational umg%l?ogmm

GEMENT OF
BASIC CONDITIONING FACTORS
Student’s Name Date Co-Assigned’s Signelure
Cllent's inltisls _ Age __ Sex___ Medical Dx Resson for Contact

Tompersiwe _____ Pulse____ Respirsions ___ Blood Pressure ____ Weight ___ Helght ___
DAILY FOODS LIST List typical dally foods esten with each meal and estimate of the size of each porion-small. medium. lerge.
Breakfast
Snack
Lonch
Snack
Dinner

Snack

FOOD PYRAMID Putthe fooda esten into the Food Pyramid Food Groups.

Food Pyramid Client's Delly Foods Estirmated | Missing
Food Groups Calories | ftems
Mitk, Yogurt, and Chesse

2-3 cups. 1 1/2¢ cottage
cheess, 1 02 chesse
= 1 cup mik

Meat, Poultry, Flsh

2-3 thwee oz servinge.

1 ¢gg; 2/3 cup beans, pees;
2 T peanut bulter = 1 02

Vegetables
3-5 servings,

Frults
inciuding | clirue
24 setvings

Bread, Corenis,
Rice, Pesta
6-11 servings

Totel caloric intake Amountofexcess _______ Amountoldeficency ______
Amountoffiuidintake __ Amountofexcess _______ Amountol deficiency ______
Amount of sicohol iIntake Amountofexcess ________ Amountofdeficiency ________

TEACHING PLAN
2.The significant observation
b.The cllent’s need (check whick} 1) Health feaching ___ 2) Resolution of pathology ____

¢.The subject d. The clienls knowledge of the subject
©.Method(s) of information transmittal (check) 1) Verbel ___ 2) Writlen __ 3) Mustrstion ____4) Other

. What the client undersiood

©1902 F. Gregory
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Beach ACR% College Vocational Numirg ram
ELF-C MANAGEMENT OF EXERC!

BASIC CONDITIONING FACTORS

Student’s Neme Dele Co-Assigned's Signeture

Clent's inisls __ Age ___ Sex___ Medical Dx Reason for Contact

Tompershwe _____ Puise ___ Respirstions ____ Blood Pressure ____ Weight _____ Heipht _____
Stattime ____ondlime ____ elapssitime ______ Shtime ______,ondiime _______ elspeed lime
JOINT RANGE OF MOTION Use a protraoior 10 verlfy angle size.  BILATERAL EQUALITY OF MU'SCLE STRENGTH Use a check for

Use X for cllent refusal. both right and lelt skies, I they are equal. Use + or - 10 indicale
inequallly, X for client refusal. Nole any spasi or fremor.

Right Left Right  Let

1. Neck: 1. Neck:

Extonslon (0*) ..........ci0iinnnn — e
Lateralrolation (30°) .............c00 0 oo 2. Shouider.

2. Shoulder: Reslstance ageinst upwardpressure .............. —_— e
Above head, hands supine (110°) —_— Driing, whenoyssatoclosed ................... —_— —
Extended behindbeck (30°) .......... __

3.
Flexed (louchshoulder) .............. o
4. Wrish:
Paimerflexion (80°) ................. —_— —
Latersl radial direction (10°) ........... — — 5. Hends:
Lateral uiner direction (80°) ........... . o GIBBPS ... .. .oeiiitiiiiiir it —
6. Fingers:
Distal ioints, flexion (45°) ............. _ 0
7.
Flexion, g (90*) ...t —_— Reslstance ageimst adduction . .............cc.0ute — e
Flexion, knesbent (125°) ............. oo Resislance ageinstabduction .................... o
Abduction (45°) ..............ciiiih e e
Adduclion (45°) ............chihihe o e 8. Lege:
Resistance ageinetknesbend ................... — —
9. Ankles:
Dorsatflexion (10°) .............cc0h 0 e Resistance ageinstdorsiiexion . ... ............... —_— e
Planter flexion (40°) ............coinhh el oo
fwerslon (35°) ...l — — 10. Toes:

9. Toes
Extond ... e From Ellopoulos, 1087

EXERCISES Check the appropriste exercise(s) that the clent is willng 1o do and have hilvher inltial this let.

Lying Down Exerciess Sitting Exercless Anytime Exsrciess Asrobic Exerciees’

— a. Flaxing the knee with — a. Circling motion of — 2. Roling apencl Time Distance

opposiie hand holding shoulder joint with onaherdewrface ___ a. Waking
foot for sssistance the arm at the side — b Fiaxingthefingers __ b. Jogoing ____

— b. Roling, side 1o side — b. Circing the arre around a pencll — ¢ Bicyolng ____

— €. Scissor-ike crossing — ¢. Rotaling the head — ¢. Exaggersiing . d. Exercycing ____

of the lege — d. Fiaxing and extend- chewing motions — ©. Swiraming ___

' __. d. Raising the chest ing the neck — d. Puling diagonally

— ©. Fiaxing the knee while — o. Puhinguwina across the back “Whh pivysiclan approvel

lying on the abdomen chair with the use with a fowel

— {. Bicyding of the arms . ©. Tighlening the

— @ Liting a pllow over — 1. Kicking the legs muscies in the

the head with arme while buttooke Client's inlisle
siraight —— @ Roling the foot on e {. Tightening the
aoan muscies O1902 F. Gregory
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BIOGRAPHICAL SKETCH OF FAYE M. GREGORY

Faye Margaret Haddix Gregory was bom in Central City, Nebraska, daughter of
Lawrence and Helen Haddix. She graduated from the University of Nebraska School of
Nursing with a Bachelor's Degree. She was married in Vienna, Austria and worked as a
civilian ambulatory care nurse in an American army hospital in Salzburg, Austria. After
retuming to the United States, she worked for a short time as the administrator of a tiny
community hospital in Central City, Nebraska. Her first teaching position was in a diploma
school in Lincoln, Nebraska. When he finished his degree in engineering, she and her
husband, John, moved to Califomia. After the birth of their third child she completed work
on a master’s degree in education, with a specialization in audio-visual media.

She was a professor of nursing in the registered nursing program at Long Beach City
College for many years. For the past eight years she has been program director of the
vocational nursing program at Long Beach City College, and for six of those years served
as department head. She has taught in many areas of nursing: fundamentals,
pharmacology, medical-surgical, psychiatry, pediatrics, and critical care. She has served
on numerous college and deparimental committees, including the college cumiculum
committee, and the departmental computer utilization committee.

She worked as a professional consultant for the film, "Preventing Pressure Sores,”

that won a Siiver Award given by the British Medical Association in 1977. She has also
written and directed several video tapes on nursing subjects. In 1990 she served as a
professional nursing delegate to Eastem Europe with the Citizen Ambassador Program.
She presented a paper, “Teaching Nursing Diagnosis at the Beginning Level of Nursing to
the Yugoslavian Nurses Association in Zagreb, Yugoslavia. Her article, "LVNs Can Help
Meet the Demand for Nursing,” was published in a 1991 issue of NURSEWEEK Magazine.
In 1991 and 1992, she was a speaker at Califomia Vocational Nurse Educators’
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Conferences, discussing nursing in Eastem Europe and nursing diagnosis at the beginning
level of nursing.

She is a Clinical Associate for the State University of New York’s Regents College
Degree Program. She is a memoer of many nursing and educational organizations
including the Califomia Teacher's Association, Califomia Vocational Nurse
Educators—Board Member-South, Faculty Assoclation of Califomia Community Colleges,
Long Beach City College Faculty Association, National Assoclation for Practical Nurse
Education and Service, National League for Nursing, North American Nursing Diagnosis
Association, Southem Califomia Nursing Diagnosis Assoclation, and Southem Califomia
Vocational Nursing Directors. She s listed in The Society of Nursing Professionals’ Who's

Who in American Nursing.
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As a student In the Programs for Higher Education at Nova University, | give
permission to Nova University to distribute copies of this Major Applied Research Project
on request from Interested parties. It Is my understanding that Nova University will not
charge for this dissemination other than to cover the costs of duplicating, handling, and
mailing of the materials.

_2/22/93 \/ﬂg/t % epties

(date) (studen(s si nature/)

| certify that | have read and am willing to sponsor this Major Applied Research
Project submitted by Faye M. Gregory. In mu opinion it conforms to acceptable standards
and is fully adequate in scope and quality as a Major Applied Research Project for the
degree of Doctor of Education at Nova University.

>)17/93 % ,é/,;/zb:(/,;

(date) Frederick C. Kintzer, Ed.D.
MARP Advisor

| certify that | have read this Major Applied Research Project and in my opinion it
conforms to acceptable standards for a Major Applied Research Project for the degree of
Doctor of Education at Nova University.

aa/zs w

(date) onald Busche, Ed.D.
) Local Committee Member

-

This Major Applied Research Project was submitted to the Central Staff of the

Programs for Higher Education of Nova University apdHs-acceptable as partial fulfillment
of the requirements for the degree of Doctor of Education. '
\_‘—___
3 / g9 / 53 AR
(date) Peter K. Mills, Ed.D,

Central Staff Committee Member

318




